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ABSTRACT 
The CALM program is a health promotion program created to address the problem 
of signs and symptoms of stress and anxiety in elementary school students. Stress and 
anxiety not only have an identified prevalence in the childhood population, they have 
been noted to impact occupational performance. Social Cognitive Theory, 
Bronfenbrenner’s Bioecological model, the PERMA model, and the Health Belief Model 
provide the theoretical lens by which the problem was viewed and the program was 
developed. A synthesis of research on intervention for signs and symptoms of stress and 
anxiety showed that symptoms of stress and anxiety can be mitigated through the use of 
cognitive behavioral therapy, mindfulness, and yoga interventions. In addition, 
supporting and developing resilience, self-esteem, and self-efficacy can provide youth 
with the tools to be able to negotiate signs and symptoms of stress and anxiety. Each day, 
the students will be led through activities to focus on emotional identification, 
mindfulness, movement breaks, and positive self-talk. The goal of CALM is to provide 




 CALM was created for elementary school students, their teachers, their 
administrators, and their families. School districts may have positive behavioral 
intervention programs they use or programs that work on social-emotional skills in 
elementary school. However, CALM is unique because it: is a daily program that embeds 
into the curriculum to fill a mental health need; takes into account the entire child 
including their social-emotional, physical, and well-being; and was developed by an 
occupational therapist. Occupational therapy practice is client focused and treats the 
whole child, addressing successful participation in occupations and routines. The 
implementation of the program will be facilitated by classroom teachers and 
paraprofessionals, with consultation from an occupational therapist. This program 
requires evaluation to assess its success and statistical relevance. Once program 
evaluation research is completed on the CALM program, the effects of this innovative, 
occupation-based program can be shared. The program can be promoted in school 
districts and conferences with training for specialists to decrease signs and symptoms of 
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CHAPTER ONE – Introduction 
Children today, in the United States, experience a different childhood than 
generations past. As an OT in an elementary school I am able to observe children, in 
grades one through five, in their student role and in their school occupations. I see them 
when they are successful and when they have struggles. The school day is full of learning 
and social experiences. Children are expected to engage in learning tasks for 20 or more 
minutes per subject as well as negotiate peer relationships and play time. They move 
from one subject to the next all day long. The demands of the school day and the 
demands of a school curriculum do not pause for the social-emotional needs of the 
students. This results in children showing signs and symptoms of stress and anxiety 
throughout their school day. At this time, there is no comprehensive program in my 
school system addressing issues of anxiety, emotional and sensory regulation, and the 
physical and emotional health of students. The application and implementation of this 
doctoral project research and synthesis will be a comprehensive program, CALM—Calm 
in All Little Minds, to support students’ self-efficacy in the areas of emotional 
identification, tools for regulation, and improved feelings of self-worth and self-esteem. 
The goal of the program will be to decrease signs and symptoms of stress and anxiety in 
elementary school children. 
This chapter will review the identified problem of stress and anxiety for children, 
the impact stress and anxiety have on today’s youth, the role of occupational therapy in 
this identified problem, the factors contributing to the problem, and a proposed solution 




this population.   
The Problems of Stress and Anxiety 
The increased incidence of anxiety is prevalent through the childhood years. Per 
CDC (2019) report, “7.1% of children aged 3–17 years (approximately 4.4 million) have 
diagnosed anxiety” (p. 1). The same report shows that from 2007 to 2011–2012 the 
percentage of children that had been diagnosed with anxiety increased from 5.5% to 
6.4%. Tokolahi et al. (2013) report that for children aged 10-14 years, up to 10.5% of 
those children experience clinical anxiety that impacts their participation in activities of 
daily living as well as their development. Symptoms of anxiety can impact academics, 
peer relationships, parent-child relationships, and occupational performance in the school 
setting, as well as in all environments. From personal observation, children with signs 
and symptoms of anxiety are those with and without formal diagnoses, children on IEPs, 
and those that are performing at grade level and needing no educational supports. Anxiety 
experienced in school can carry over into home and community environments as well. 
In addition to anxiety, stress is also a part of elementary students’ lives. Students 
experience stress that stems from comprehension difficulties to peer conflicts; all of 
which can impact students’ academic performance (Sotardi, 2016). Sotardi (2016) wrote 
something poignant in her article, “children tend to report greater stress across school 
situations than do teachers and parents” (p. 705), while adults believe elementary school 
to be a positive experience, free from stress. As a result of these beliefs, addressing 
coping and stress in school is overlooked (Sotardi, 2016).  Sotardi’s mixed-method study, 




elementary schools today. Although students appeared to be able to function despite 
stress experiences in school, not many students were reported to thrive under these 
conditions (Sotardi, 2016). Sotardi (2016) identified school stress could be a result of 
frustration, fatigue, pressure to move quickly from one task to another, time constraints in 
mastering school content, and peer conflict. Considering these school stressors, it is 
important to note that there have been systemic changes in school departments which 
may be the cause of the observed increase of signs and symptoms of stress and anxiety.  
Children in the Dartmouth, Massachusetts School district today have, at best, 20 
minutes of play around lunchtime and younger grades have an extra 15 minutes of free 
play in the afternoon. “Officials in many school districts indicate that it is the new 
emphasis on high-stakes testing that is to blame for dwindling recess time” (Henley et al., 
2007, p. 57). There are many side effects to the loss of recess time. Henley et al. (2007) 
state that recess is a time for students to engage in exercise and work off hours of sitting 
and learning, but “more than that, recess is perceived by many to be a laboratory for 
forming social relationships and finding one’s place in the world” (p. 57). Decreased 
recess is paired with increased curriculum demands, making an unbalanced duo.   
Children in kindergarten today are expected, through common core standards, to 
write all the upper and lowercase letters of the alphabet, write more than three sentences, 
and know how to read. There is research suggesting that a child’s ability to copy a 
geometric shape is an indicator of readiness to write, however, the ability to copy many 
geometric shapes may not occur until the second half of the Kindergarten year (Pape & 




up. When academic challenges do not align with the developmental level of the student, 
attainment of classroom standards may not be achieved, and the child may become 
frustrated. Therefore, if a teacher starts handwriting instruction before a child has 
mastered pre-writing skills, poor writing habits, inefficient pencil grip, and overall 
discouragement and feelings of failure may be a result (Pape & Ryba, 2004). As 
curriculum has become more dense, it has taken precedence over development, resulting 
in a lack of focus on essential parts of growth and learning: play and movement.  
Due to the speed of curriculum and lack of focus on sensorimotor and fine motor 
development there is more content for children to master despite their developmental 
level. There are children, with and without diagnoses, and with and without academic 
supports, that struggle to keep up with their work. They struggle with the stress they 
experience every day. They struggle with listening for long periods of time and holding 
onto all the information expected of them. There are children that are just six years old, 
coming into first grade, who are expected to read and write when they have not even 
mastered some of the visual motor integration milestones expected of their age. Some 
students are so focused on getting something right that they are on edge at all times of the 
day, despite the fact that they can achieve what is asked of them. These stressors could 
increase symptoms of anxiety in children. Providing an environment that will breed and 
encourage anxiety is counterproductive for the youth of today. As there is no 
comprehensive program in most United States schools at this time that addresses these 
issues, the implementation of CALM will set out to decrease signs and symptoms of 




The Impact of the Problem 
Anxiety and stress can impact children’s development negatively. Wagner (2019) 
and Kösters et al. (2012) discussed the high prevalence of anxiety disorders in children. 
Wagner (2019) wrote, “Lifetime prevalence rates for any anxiety disorder in adolescents 
is 31.9%. Anxiety disorders occur early in childhood with a median age of onset of 6 
years. These disorders lead to significant impairment in academic, social, and family 
functioning” (p. 8). Not only does a child experience the impact of anxiety on daily life 
skills such as academic function, peer relationships, and self-esteem, but it also can 
damage their long term social-emotional development (Kösters et al., 2012).  
Stress has also been reported to affect students’ academic performance (Sotardi, 
2016). The American Psychological Association’s (APA) 2010 Stress in America survey 
reported that the number of children that worry a great deal is one in five. Adolescents 
experience stress related to body image, peer relationship, dating and sex, as well as their 
academics. Moksnes et al. (2010) suggest that girls have a higher propensity to stressors 
and therefore are more susceptible to negative psychological effects than boys. Smith et 
al. (2020) state that there are significant negative impacts on learning when a child 
experiences stress and anxiety.   
Stress and anxiety affect learning which can impact future academic endeavors. 
Stress and anxiety can impact relationships with family and friends negatively as well as 
participation in occupations and life skills. If coping skills are not identified or taught, the 





Role and Scope of Occupational Therapy 
Symptoms of stress and anxiety may affect the domains of education, social 
participation, play/leisure, and rest/sleep (AOTA, 2014). School-based occupational 
therapists can work in conjunction with teachers, psychologists, counselors, social 
workers, speech and language pathologists, physical therapists, and adapted physical 
education to support the development and mental health needs of students (AOTA, 2019). 
At the direct service level, an occupational therapist can support successful engagement 
in important school-based activities and routines to foster positive relationships between 
peers and with teachers (AOTA, 2019). At the systems level, an occupational therapist 
could help to implement a behavioral initiative or program, used by all school staff 
(AOTA, 2019). As an occupational therapist in a school system, the focus of intervention 
and treatment is ultimately to provide support to students to access their education and 
participate in their educational environment. Knowing what emotions our students are 
experiencing as well as identifying other factors that impact their learning, is essential to 
the way occupational therapists intervene and provide treatment.  
Factors Contributing to the Problem 
Child Self-Awareness  
A child’s self-awareness and understanding of their emotional state, arousal state, 
capabilities to complete a challenge, as well as feelings of self-worth regarding a specific 
task or academic subject impact their participation. If emotions are confusing or 
overwhelming students will need help to understand how their emotions connect to their 




their emotions can be complicated if they are also struggling with modulation of their 
arousal. If a child cannot modulate sensory input, their ability to access their education 
will be compromised. What seems to be lacking for these children are the tools to 
recognize their feelings, especially feeling of stress and anxiety, name those feelings, and 
identify solutions or tools that can help them regulate those feelings.  
Students that have poor understanding of their emotional state or poor emotional 
resilience may be at a greater risk of anxiety symptoms. Chadwick (2014), explained that 
emotional resilience is the “ability to draw on personal strengths to cope with stress” (p. 
38). Chadwick (2014) also explained that resilience is how one uses coping strategies in 
their response to challenging scenarios. The development of this resilience will depend 
on a child’s understanding of his or her emotions. In addition to emotional understanding, 
sensory processing, and resilience, a child’s opinion of their ability can also impact their 
confidence in academic tasks. Their self-efficacy, or their beliefs of their capability, will 
determine how they approach a task and impact symptoms of stress and anxiety.   
Resilience and development of self-efficacy can be impacted by negative self-talk 
as it is typically a negative reflection of a student’s beliefs of their abilities and 
capabilities. To shift into more positive self-talk habits, students will require affirmations 
about their abilities and positive self-talk modeling. “There is a great need to re-establish 
social and emotional development as one of the key objectives of the elementary school 
curriculum around the world” (Wong et al., 2014, p. 57).   
Life Event Influence 




that external stressors, ones not occurring from school, be acknowledged and understood 
for their potential impact on academic functioning. Donovan and Spence (2000) discuss 
the impact of home life on children and how the life events of a family can cause stress. 
Donovan and Spence (2000) also wrote that there is a greater number of stressful life 
events measured for children that have anxiety as compared to non-anxious children. This 
research was posited to indicate that anxiety disorders in children may be mediated by 
stressful life events (Donovan & Spence, 2000). This should be an area of education for 
staff and students to bring awareness to risk factors for stress and anxiety. 
School Influence  
School influences of teacher expectations, minimal recess, peer relationships, and 
preventative mental health interventions can impact stress and symptoms of anxiety in 
children. Stress from teacher expectations can be a cause of anxiety for students.  
Expectations that are not aligned with the developmental level of the learner may cause 
that learner to feel inadequate and unable to meet the standards set for them.   
In the United States, there are decreased physical activity and movement options 
during the school day, limiting the sensory information and stress relief that would 
support a student to be more regulated and ready to learn. Zavacky and Michael (2017) 
report that there is a nationally recommended 60 minutes a day of physical activity for 
children. The Institute of Medicine recommends that 30 of those 60 minutes occur during 
the school day (Turner et al., 2013). National organizations have noted that recess is vital 
in promoting growth in academic, social, and physical domains (Turner et al., 2013). Up 




of school districts have a daily recess requirement for their elementary students and less 
than half of those schools have a requirement of at least 20 minutes of recess per day 
(Massey et al., 2018).    
Diminished recess times can impact a child’s state of arousal and level of focus. 
Children often have 15-20 minutes in my district to play outside. That is not nearly 
enough time to expel energy and get ready for the learning that occurs in the second half 
of the school day. Teachers try their best to use different seating strategies and some 
movement in the classroom, however many are constrained by the packed schedule of the 
subjects they need to fit into the school day. Losing recess can produce a more sedentary 
and stressed student demonstrating difficulties with socialization (Henley et al., 2007). 
Henley et al. (2007) also contends that the loss of PE, art, and music is counterproductive 
to the goal of a whole-child approach to education. This whole-child approach suggests 
that playing is just as important as learning to read or any other academic subject in 
school (Henley et al., 2007). Henley et al. (2007) suggests that a current misconception in 
education is that academic learning is undermined by the time spent in non-academic 
school activities, such as physical education. This misconception has not been supported 
by research; instead, making time for physical activity has been identified to support 
learning in the classroom (Henley et al., 2007).   
Peer relationships at school also impact feelings of stress and anxiety. Children 
with poor peer relationships and those experiencing bullying or maladaptive relationships 
may demonstrate increased anxiety symptoms. Scharfstein et al. (2011) wrote, “Anxious 




than non-anxious children” (p. 713).   
Finally, there is a lack of preventative mental health intervention in 
schools. Schools are not choosing proactive measures to provide children with 
intervention despite the knowledge that there are red flags and precursors to the 
development of anxiety. There may be weekly classes in some districts addressing 
stressors of childhood, but there is no embedded daily curriculum. With all these factors 
contributing to stress and anxiety in elementary school children, there needs to be a 
program to support these components found to be lacking.  
The CALM Program 
The purpose of CALM is to support students’ self-efficacy in the areas of 
emotional identification, tools for regulation, and improved feelings of self-worth and 
self-esteem. This program’s application in a classroom setting will allow for peers to 
support learning through modeling and observation. CALM will allow all students to 
engage in the same tasks and to learn from one another. Students can observe changes in 
arousal levels and learn how to express emotions from each other. The primary outcome 
of this program will be to decrease signs and symptoms of stress and anxiety in school-
aged children. The social learning design of this program may lead to secondary 
outcomes of increased classroom attention, improved emotional regulation, and improved 
social relatedness and therefore improved social interactions.   
The CALM program will address the factors of the problem mentioned above. A 
student’s self-awareness will be addressed through the program components of emotional 




on identifying their emotions daily on an emotion check-in poster. Teachers will guide 
students through movement breaks during the day as directed in the CALM manual.  
Teachers will embed moments of mindfulness throughout the day through use of 
activities such as sound hunts, for example identifying sounds in a nature track. 
Throughout the day positive self-talk statements will be identified and modeled, as 
directed weekly in the CALM manual, with positive reinforcement provided when 
positive self-talk is observed. Parents will sign a consent for their student to participate in 
the program. They will also be provided with informational handouts to introduce them to 
the CALM program. They will learn about the CALM components and how their 
children will engage in the program during the school day. 
School influence will be addressed through the use of staff trainings. Education 
for administration, teachers, and staff includes signs and symptoms of stress and anxiety, 
the importance of recess, how to support students’ peer interactions and development of 
social skills, and training on the visual motor, fine motor, gross motor, and social-
emotional developmental stages in children. Teachers and paraprofessionals will receive 
direct training for implementation of the CALM program to ensure they feel confident in 
the CALM components.  
Conclusion 
This chapter has introduced you to the problem of stress and anxiety in the 
childhood population and a school-based program, CALM, to address this problem. The 
pace and demands of today’s public-school curriculum cause anxiety and stress for many 




academic development. The goal of CALM is to provide children with coping skills and 
strategies to deal with school-based stress and anxiety.   
The next chapters will guide you through analysis of the problem and its 
contributing factors, literature and studies that discuss stress and anxiety, and evidence-
based interventions that best support decreasing signs and symptoms of stress and 
anxiety. The CALM program will then be described in depth as well as information 
regarding program evaluation, funding, and dissemination of program results.  
This program has purpose. There are many children that I care for and love that 
express their stress and anxiety, on a daily basis, while in school. If improving emotional 
identification, providing more mindfulness exercises, increasing moving opportunities, 
and increasing positive self-talk can make a difference in the life of one child, the CALM 




CHAPTER TWO – Project Theoretical and Evidence Base  
Introduction 
 This chapter focuses on finding the origins of the problem of stress and anxiety in 
elementary school children. Theories chosen to explain the problem of stress and anxiety 
in elementary students will be introduced. A problem pathway will be presented along 
with research to identify if the hypothesized problem pathway is accurate. This research 
will explain the origin of the problem and a modified problem pathway will be provided 
as a result of synthesized research. 
Theories Explaining the Problem 
 Social Cognitive Theory, Bronfenbrenner’s Bioecological Model, and the 
PERMA model are used to guide the origin of the problem of stress and anxiety in 
elementary school students. Having a theoretical base helps to identify factors or 
variables that may have an influence in why elementary school students are experiencing 
stress and anxiety.   
Social Cognitive Theory 
 Bandura’s Social Cognitive Theory (SCT) has a framework of triadic 
reciprocality connecting personal, behavioral, and social/environmental factors (Schunk, 
2012). Each one of the points of this triangle interacts with the other in bidirectional 
influence; personal and behavioral, personal and environmental, and environmental and 
behavioral. The person, environment, and behavior all affect one another and are the 
elements that instill change and support learning.   




behavioral capability, observational learning, reinforcements, expectations, and self-
efficacy. For the purpose of this doctoral project, reciprocal determination, observational 
learning, reinforcements, expectations, and self-efficacy will be explored. Reciprocal 
determinism addresses the interaction between a person, environment, and behavior; 
these interactions are reciprocal and are constantly changing in regard to each other 
(LaMorte, 2016). This explains triadic reciprocity and can be applied to a student’s 
experience at school. One’s role as a student, the behaviors they exhibit as a student, and 
the school environment they are in will always affect one another. This theory proposes 
that if there is a behavior, then there will be an effect on the environment. As it is a 
bidirectional relationship, it can also be suggested that the influences of the environment 
will, in part, determine which behaviors are developed or activated.  
Reinforcements can be positive, negative, internally driven, or come from an 
external source like the environment (LaMorte, 2016). The presence of these 
reinforcements, which occur in response to a person’s behavior, determine whether that 
person will continue or terminate that behavior (LaMorte, 2016). A child that receives 
praise for making good choices throughout the day will choose to make good choices 
dependent on the type of reinforcement present. Expectations refer to what the person 
expects will happen as a result of a behavior. A child that observes another child get in 
trouble for breaking the rules will expect, if they break the same rules, to also get in 
trouble.  
SCT’s construct of self-efficacy refers to a person’s confidence in their abilities to 




the expected outcomes of actions” (Schunk, 2012, p. 101). An aspect of the person in 
Bandura’s triadic reciprocal determinism is the student’s self-efficacy. If a student 
believes they can do something, then they will successfully complete that task. Schunk 
(2012) wrote, “Students typically engage in activities that they believe will result in 
positive outcomes, and avoid actions that they believe may lead to negative outcomes” 
(p. 109).  
Bioecological Model 
 Bronfenbrenner’s Bioecological Model is based on four principles: process, 
person, context, and time (Madeline, 2017). This model suggests that there are systems 
that interact between an individual and their environment and that this interaction shapes 
that individual’s development over time (Madeline, 2017). These systems are termed 
ecological systems, and each is nested within the others. For the purpose of this doctoral 
project, person, context, and time will be discussed.   
The Principles  
 Person. 
 The personal characteristics of the individual have a role in their development and 
social interactions. These characteristics can include age, sex, gender, physical health, 
and mental health (Madeline, 2017). Bronfenbrenner and Morris (2006) explain that a 
person must engage in a task or activity for development to occur. “The characteristics of 
the person function both as an indirect producer and as a product of development” 
(Bronfenbrenner & Morris, 2006, p. 798). A student experiencing signs and symptoms of 




without that struggle. 
 Context. 
Microsystem. 
The microsystem includes the individual’s immediate setting, relationships with 
other individuals, and interpersonal interactions (Madeline, 2017). This system is a large 
part of being a student in school. A student will have interactions with their teachers, 
principals, paraprofessionals, peers, and other support staff. They also have interactions 
with their family members that may carry into their day at school. This system also 
includes their setting, which would be their school and their classroom.     
Mesosystem. 
The Mesosystem is the second layer, the layer that the microsystem nests 
into. This system encompasses the interactions between the individuals that make up the 
microsystem for this student (Madeline, 2017). For example, this would be the direct 
interactions between their parents and their teacher or principal, or their parents and their 
school environment.  
Exosystem. 
 This third layer is the nest for the microsystem and mesosystem. This layer 
contains those elements that indirectly affect the student (Madeline, 2017). This 
exosystem has elements that the student may not be directly involved with, but affect 
them regardless (Madeline, 2017). An example of an exosystem event may be a large fire 
in the community which displaces families or the loss of a job by a parent which imparts 





The fourth layer contains societal and cultural beliefs that have a role in the 
student’s development (Madeline, 2017). Examples of the macrosystem could be gender 
norms, religious beliefs, war or civil unrest, a government shutdown, natural disasters, or 
pandemics.   
Chronosystem.    
 This fifth and final layer encompasses the interaction between the systems listed 
above and how they impact one another over time (Madeline, 2017). An example of this 
could be the way a child is taught to complete a math problem which is impacted by the 
current curriculum and state requirements of how a teacher instructs a student in 
math.  This is an example of a microsystem-macrosystem interaction over time.   
Positive Psychology and the PERMA model 
Positive Psychology is a field of scientific study founded by Martin Seligman 
(Ackerman, 2019). Seligman developed the PERMA model to understand, and as a 
foundation to improve, well-being (Ackerman, 2019). PERMA is an acronym represented 
by the following five aspects. Positive emotions explain that the experience of positive 
emotions is part of well-being and living in the moment (Ackerman, 2019). Engagement 
describes being truly immersed and present in an act or experience (Ackerman, 2019). 
Relationships, those that are positive, are vital to well-being (Ackerman, 2019). Meaning 
represents the act of finding meaning in one’s life whether it is in a job or leisure 
activity. Accomplishment or achievement allows us to succeed and therefore stimulates 




Ackerman (2019) states that these five aspects are measurable and “vital for an 
overall sense of well-being” (n.p.). These aspects of positive psychology have a role in 
how a student can learn and therefore ultimately affect symptoms of stress and anxiety. 
Kern et al. (2015) state “Most children and adolescents spend much time in the school 
environment; as such, schools play a critical socialization role in establishing and 
maintaining positive cultural values and promoting well-being for today’s youth” (p. 
269). A child that finds purpose and meaning in their day, experiences positive emotions 
and relationships, and experiences accolades for good work, may experience less stress 
and anxiety than a child that does not have the same positive influences.    
Theories and the Problem Pathway 
 The Social Cognitive Theory, Bioecological Model and the PERMA model help 
to explain relationships and interactions between an individual, their environment, and 
their emotions. These models can help to provide background in linking the factors and 
problems mapped in Figure 2.1. Social Cognitive Theory acknowledges the bidirectional 
relationship between person, environment, and behavior. Bioecological Theory addresses 
the role of the person in learning, the effects of the systems of people and environments 
around that person, as well as the effect time has on learning. The PERMA model 
explains the role emotion and well-being has on the learning process as well as the strong 
impact the school environment has on the emotional state of our youth. SCT, 
Bioecological Theory, and the PERMA model will guide this doctoral project and the 
creation of a program to decrease the signs and symptoms of stress and anxiety in school-








This visual model (Figure 2.1) explains the origins of the problem of elementary 
students demonstrating signs and symptoms of stress and anxiety. The five major factors 
that I have indicated as impacting this problem are: teacher expectations that are beyond 
the developmental level of the students, decreased recess times and opportunities to 
move, poor self-esteem and self-efficacy, poor emotional identification and resilience, 




regulated by state and federal policies and statutes, can impact factors one, two, and 
three. A diagnosis of anxiety can impact factors three, four, and five. An underlying 
sensory processing disorder or sensory processing difficulties can impact factors four and 
five. In researching how curriculum has changed, and the cause of said change as 
compared to school environments from 30–40 years ago, the No Child Left Behind 
legislation was cited to impact curriculum demands as well as factors one, two, and three.  
Evidence of the Problem Pathway 
This section of the chapter will provide the reader with evidence of whether the 
connections in the problem pathway have been researched and are supported. As depicted 
in Figure 2.1, I propose that five major factors are impacting this problem: teacher 
expectations that are beyond the developmental level of the students, decreased recess 
times and opportunities to move, poor self-esteem and self-efficacy, poor emotional 
identification and resilience, and poor arousal modulation and/or sensory processing. 
Curriculum demands, which are regulated by state and federal policies and statutes, may 
have a connection to teacher expectations, decreased recess times, and poor self-esteem 
and self-efficacy. A diagnosis of anxiety may affect poor self-esteem and self-efficacy, 
poor emotional identification and resilience, and poor arousal modulation and sensory 
processing. An underlying sensory processing disorder or sensory processing difficulties 
may have a direct or indirect relationship to students’ emotional identification, resilience, 
and poor arousal modulation and sensory processing. The No Child Left Behind 
legislation is proposed to have direct impact on curriculum demands. It is also proposed 




opportunities to move, and students’ self-esteem and self-advocacy. The posited 
relationships between all these factors resulted in many questions being generated for this 
literature review. This section of the chapter will synthesize the information gathered 
from the research on each question. It will describe the relationships identified and those 
that do not yet have research.   
The questions were searched in a variety of databases including: ERIC, Child 
Development and Adolescent Studies, CINAHL, Embase, and PsycINFO. Limitations of 
peer reviewed articles and publication date of 2010 and later were applied to each 
search. If reading the visual model from left to right and top to bottom, the list of 
questions hypothesized is as follows:  
• Is there evidence that No Child Left Behind (NCLB) changed curriculum in 
schools bringing more demand for classwork and instructional time?  
• Is there evidence that NCLB influenced teacher’s expectations of their students 
beyond their developmental level?  
• Is there evidence that curriculum demands/changes changed teacher expectations 
of what a student should be able to accomplish that does not align with the 
developmental level of the student?  
• Is there evidence that curriculum demands/changes have impacted recess natively 
by decreasing recess time and other opportunities to move?  
• Is there evidence that curriculum demands/changes may be responsible for poor 




• Is there evidence that an anxiety diagnosis is related to poor self-efficacy and self-
esteem in students?  
• Is there evidence that an anxiety diagnosis is related to poor emotional 
identification and resiliency in students?  
• Is there evidence that an anxiety diagnosis is related to poor arousal modulation 
and sensory processing in students?  
• Is there evidence that underlying sensory processing difficulties are related to 
poor emotional identification and resilience in students?  
• Is there evidence that underlying sensory processing difficulties are related to 
poor arousal modulation and sensory processing in students?  
• Is there evidence that teacher expectations that are beyond the developmental 
capability/level of their student may lead to a student with symptoms of stress 
and/or anxiety?  
• Is there evidence that decreased recess/opportunities to move are related to a 
student with symptoms of stress and/or anxiety?  
• Is there evidence that poor self-esteem and self-efficacy has a connection/is 
related to a student with symptoms of stress and/or anxiety?  
• Is there evidence that poor emotional identification and resilience is connected to 
symptoms of stress and/or anxiety?  
• Is there evidence that poor arousal modulation/sensory processing may have a 
connection to a student with symptoms of stress and/or anxiety?  




No Child Left Behind 
 
No Child Left Behind (NCLB) was created from the established Elementary and 
Secondary Education Act (ESEA) of 1965. The purpose of NCLB was to hold public 
schools accountable for students’ academic progress (Donnor & Shockley, 2010). The 
government requires schools that access Title 1 funding to utilize standardized testing to 
make sure all students are receiving equivalent and comparable education (Donnor & 
Shockley, 2010). The NCLB legislature not only drove the assessment of student 
progress but also measured the effectiveness of teachers in the areas of mathematics, 
reading/language arts, and science (Donnor & Shockley, 2010). Under NCLB there is 
Adequate Yearly Progress (AYP) which is the percentage of schools that pass the state 
exams in each school district (Donnor & Shockley, 2010). If a district does not meet the 
AYP they will be penalized (Donnor & Shockley, 2010). Powell et al. (2009) wrote, 
“NCLB mandates that schools make adequate yearly progress in reading and 
mathematics on state tests in order to continue to receive federal funding” (p. 20). 
In researching how curriculum has changed and the difference between school 
environments of today and 30–40 years ago, the NCLB legislation was cited in many 
articles. The NCLB has impacted curriculum demands as well as teachers’ expectations 
of their students, decreased recess, and decreased opportunities to move.   
No Child Left Behind and its Impact on Curriculum and Instructional Time 
 Powell et al. (2009) completed a study about the impact NCLB had on curriculum 
and instruction in rural schools in Maine and Missouri. There were 101 elementary 




participated in this study (Powell et al., 2009). The surveys completed at these rural 
schools showed changes in instructional time and content provided as a result of NCLB 
(Powell et al., 2009). Powell et al. (2009) reported significant changes in time for 
instructional reading in grades K–3 and 4–6, a small to medium effect size, with an 
increase of time from 68.01 minutes a day to 77.56 minutes a day. There were no 
significant increases to instruction time for science or social studies for all six grades and 
no significant time change for math for grades K-3 (Powell et al., 2009). There was a 
decrease in instructional science minutes for grades 4–6 from 50.23 minutes to 43.26 
minutes (Powell et al, 2009). These same teachers reported that they felt a decreased 
flexibility in their ability to teach creatively as well as instruction moving to a “drill and 
kill” process under NCLB (Powell et al., 2009). Missouri saw no changes in instruction 
time for art, music, or physical education classes; however, Maine reported changes in 
the arts, foreign language, music, health, and theater (Powell et al., 2009).   
 These reported changes in instructional time were not achieved from adding time 
to the school day; they had to come from cutting something else. Non-instructional time 
was also part of the study, specifically recess for grades K-6 and nap time for 
kindergarteners (Powell et al., 2009). In Missouri, intermediate grades lost seven minutes 
to science instruction and three minutes to recess a day while primary grades had cuts to 
nap and recess (Powell et al., 2009). Nap time for kindergarteners decreased from 29.33 
minutes to 26.73 minutes. Powell et al. (2009) reported the following changes in recess 
times per grade level: the change in recess minutes for kindergarten through second grade 




from 32.47 to 28.31 minutes a day, grades 5–6 experienced cuts from 27.63 minutes to 
24.94 minutes after implementation of NCLB. 
No Child Left Behind and its Relationship to Teacher Expectations and Appropriate 
Developmental Curriculum 
The Repko-Erwin (2017), Bassok et al. (2016), and Russo (2012) articles discuss 
how kindergarten today is different from kindergarten prior to NCLB. They discuss the 
changes that NCLB brought to school systems, teachers, and curriculum. Russo (2012) 
discussed the beginning of kindergarten in Vygotsky’s theory of learning mediated by 
play as well as Froebel’s belief that play is a child’s natural way of engaging in learning.   
Curriculum and time in instruction changed with the implementation of 
NCLB. Bassok et al. (2016) reported the changes they noted in a longitudinal study that 
ran from 1998 to 2010. Bassok et al. (2016) found that daily music instruction dropped 
from 34% to 7%, while art dropped from 27% to 4%. Repko-Erwin (2017) wrote, “Today 
US kindergarteners spend far less time engaged in play-based activities that were once at 
the heart of the kindergarten experience, and far more time receiving formal math and 
literacy instruction” (p. 60). Where kindergarteners once spent their year being taught the 
alphabet and letter-sound correspondence, they now begin their year with direct 
instruction reading as they are now expected to enter first grade reading simple texts 
(Repko-Erwin, 2017). This practice brings into the play Developmentally Appropriate 
Practice (DAP) and its supporters who state that DAP is based on knowing the needs of 





This is how curriculum has changed. As Repko-Erwin (2017) stated in her article, 
curriculum has moved away from a developmentally appropriate emphasis on play to 
focus on students’ test scores to meet academic standards. Russo (2012) also wrote, “An 
increased focus on testing of children under the age of 8 has led to an emphasis upon the 
acquisition of academic content and skills in the early childhood classroom” (p. 
133). This was further validated by the study by Bassok et al. (2016) which found 
increased focus by schools on direct instruction and skill acquisition at the expense of 
exploratory learning models that are play-based.   
Teachers’ perceptions of their students may also be altered due to the expectations 
set forth from NCLB. Russo (2012) wrote,  
Now we are more inclined to look for faults in the children rather than in the 
curriculum. We have reversed the order of events and we now look for problems 
and search for ways to solve them rather than recognize that each child is an 
individual with unique personality, background, and past experiences (p. 134).  
One such fault that is mentioned often is the short attention span or difficulties with focus 
of children at school. For the youngest of these children, there used to be more 
opportunities to play, and because of play, short attention spans were not considered to be 
deficits as engagement in play activities resulted in increased concentration (Russo, 
2012). 
There were reported positive changes in curriculum, at the expense of a decrease 
in other areas such as art, music, play centers, and science, as reported by Bassok et al. 




were noted with regards to the percentage of students receiving physical education, and 
there was a documented increase in the number of students receiving recess daily (Bassok 
et al., 2016).   
The Relationships Between Self-Esteem, Self-Efficacy, Stress and Anxiety 
There was no evidence to support a relationship between curriculum demands and 
self-efficacy or self-esteem in students. The use of the ERIC database and the Child 
Development and Adolescent Studies database was explored with a variety of 
combinations of keywords. It is possible that these questions have not yet been 
considered or there has not been enough research to show that there is a relationship 
between the factors included in these questions. However, there was evidence located in 
regard to the connection between stress, anxiety, self-efficacy and self-esteem. 
 Muris et al. (2015) state in their article that self-efficacy and global self-esteem 
have been shown to be predictors and correlates of mental health. Children with higher 
self-related constructs typically display lower levels of depression and anxiety (Muris et 
al., 2015). Of these self-related constructs, emotional self-efficacy was a strong correlate 
of anxiety and depression (Muris et al., 2015). Dahlbeck and Lightsey’s (2008) 
mediational analyses found that the relationship between generalized self-efficacy and 
anxiety was mediated by self-esteem. The authors did express study limitations of small 
sample size, low response rate, and predominate Caucasian survey responses. In the 
conclusion of this article, Dahlbeck and Lightsey (2008) suggest that increased life 
satisfaction and decreased anxiety is directly affected by self-esteem. Although these two 




does not support that relationship. Hwang and Lee’s (2018) study of happiness in middle 
school Korean students, found that stress had a negative correlation with self-esteem and 
that growth-mindset was positively correlated to self-esteem and happiness.   
Sowislo and Orth’s (2013) research suggests that “self-esteem shows diverging 
structural relations with depression and anxiety” (p. 232), however they acknowledged 
that more research is needed to determine conclusions. Martinson et al. (2016) compared 
groups of children, classified as Depression only, Anxiety only, and Combined group, 
and their perception of their quality of life and self-esteem. The Depression only children 
reported lower self-esteem as compared to the Anxiety only group (Martinson et al., 
2016). The authors found no significant relationship between the Anxiety only group and 
the self-esteem factor. In the Anxiety only group there were also no significant 
relationships between symptoms of anxiety, grade level, gender, and self-esteem 
(Martinson et al., 2016). “This result may indicate that anxiety affects a narrower area of 
functioning and thus does not threaten the global self-evaluation of the child” (Martinson, 
2016, p. 8).    
The Relationship Between Anxiety, Emotional Identification, and Resilience 
 There was no identified evidence in this literature search to support a relationship 
between an anxiety diagnosis, emotional identification, and resilience in 
students. Databases were accessed and myriad combinations were trialed to identify any 
articles with these keywords.   
The Relationship Between Anxiety, Arousal, and Sensory Processing 




children with Autism Spectrum Disorder (ASD) in their research article. “Sensory over-
responsivity (SOR) is another common, and impairing feature found in more than half of 
children with ASD, and SOR has been linked to anxiety in children with ASD” (Green & 
Ben-Sasson, 2010, p. 1495).  Green and Ben-Sasson (2010) explained how anxiety 
disorders have a hyperarousal (i.e., heightened autonomic arousal) characteristic that 
supports hypervigilance (i.e., always scanning and prepared for potential threats) within 
that individual as well. They connected this idea with the statement that there is a 
stronger bias for children with anxiety disorders to focus on threat-relevant stimuli. 
Although this study specifically addresses the ASD population, it does link anxiety and 
sensory processing.   
 Dean et al. (2018) completed a study of children from the general US population 
to determine how sensory processing affects behavior. Dean et al. (2018) offered 
evidence of the connection between internalizing behaviors, such as anxiety, and sensory 
processing in the form of previous research. The study by Dean et al. (2018) was a cross-
sectional design with a national sample of 51 children aged 6-11 years. Their findings 
stated that there was no specific sensory processing pattern that predicted internalizing 
behavior and they suggested that may be because the sampling of 51 students did not 
have enough internalizing behaviors for the parents completing the questionnaire to 
notice (Dean et al., 2018).  The authors found that sensory processing is an influence in 
anxiety but did not identify a sensory processing pattern that predicted anxiety. The 
authors suggest that the overall differences represented may in fact relate sensory 




from evidence from Green and Ben-Sasson (2010) and Dean et al. (2018).   
The Relationship Between Sensory Processing and Sensory Modulation 
  The relationship between sensory processing and Sensory Modulation Disorder 
(SMD) is present in the definition of the terms. A Sensory Processing Disorder includes 
deficits of detection, modulation, and response to a sensory experience or stimulus 
(Miller, Coll, & Schoen, 2007). The difficulties with regulation of degree, intensity, and 
response to input and its impact on activities of daily living is a Sensory Modulation 
Disorder (Miller, Coll, & Shoen, 2007). The subtypes of SMD are sensory 
overresponsivity (SOR), sensory underresponsivity (SUR), and sensory seeking/craving 
(SS) (Miller, Coll, & Schoen, 2007; Miller, Anzalone, Lane, et al., 2007). 
 Bar-Shalita et al. (2008) used their study of 78 children, 6-11 years of age, with 
and without SMD, to identify SMD’s impact on daily functioning. Bar-Shalita et al. 
(2008) found that “compared with their typically developing peers, the level, degree of 
enjoyment, and frequency of participation in functional activities of children with SMD is 
significantly lower” (p. 935).   
The Relationship Between Sensory Processing, Emotional Identification, and 
Resilience 
 There were no specific studies found in the aforementioned literature 
searches linking sensory processing and emotional identification. The article by Dean et 
al. (2018) did link sensory processing, most specifically seeking behaviors, with 
increased resilience in their study of children in the general US population. The authors 




by increased sensory seeking behaviors, showed increased resilience. A limitation of this 
study was the small sample size.   
The Relationship Between Teacher Expectations, Developmental Level, and 
Symptoms of Stress and Anxiety 
In their quasi-experimental cluster randomized investigation of fear appeals, von 
der Embse et al. (2015) state that, “given mounting pressures stemming from 
accountability policies, teachers report changing instructional practices due to concerns 
about student test performance” (p. 621). This study was completed in adults and 
therefore is not directly applicable to the elementary school population in this doctoral 
project. That being said, there is information that connects anxieties to expectations of 
teachers in university students which may apply to a younger population. Specifically, 
this involves the suggestion by the authors that anxiety impacts student test performance 
and may arise from teacher messaging. The authors also found that test anxiety was both 
negatively and positively related to test performance but the relationship between fear 
appeals, test anxiety and test performance remains inconclusive.   
The Relationship Between Movement and Symptoms of Stress and Anxiety 
Dale et al. (2018) completed a literature review to assess connections between 
physical activity (PA) and depression, anxiety, and self-esteem in children. Dale et al. 
(2018) state that the mental health benefits of PA as a treatment for mental illness have 
been generously studied for adults, however this has not been the case for children. The 
adult literature linked PA to decreased symptoms of depression and anxiety (Dale et al., 




identifying a positive relationship between self-esteem and PA in children (Dale et al., 
2018). Dale et al. (2018) completed an umbrella review which included studies of 
children both with and without diagnoses. The authors found two reviews that identified 
decreased anxiety with increased sports participation, but the reviews both had small 
sample sizes and they therefore deemed this outcome unclear. There is a “small to 
moderate relationship between increased PA and enhanced self-esteem” (Dale et al., 
2018, p. 76), however this also has an unclear outcome due to the small sample numbers 
in the studies.   
Rodrigues-Ayllon et al. (2019) reviewed 114 articles and identified a small, but 
significant, effect of PA on the mental health of children 6-18 years. However, when they 
broke down the studies, they found the significance was for adolescents and not children, 
and non-existent for preschoolers. Although the evidence looked promising for some 
preschool to elementary school-aged data, this shows that more research is needed to 
identify a connection between PA, stress, and anxiety.   
The Relationships Between Poor Emotional Identification, Resilience, and 
Symptoms of Stress and Anxiety  
Zolkoski and Bullock (2012) reviewed literature from 1970 to the present to 
research resilience in children. They propose that despite stress and adversity, many 
children will fare well despite exposure to stress and trauma because of their 
resilience. Zolkoski and Bullock (2012) define resilience as “achieving positive outcomes 
despite challenging or threatening circumstances, coping successfully with traumatic, 




identified five attributes of resilient children: social competence, problem-solving skills, 
critical consciousness, autonomy, and a sense of purpose. They also identified 
characteristics of resilient disabled youth as those that look for personal control over their 
lives, are willing to accept and look for support, set goals for themselves, have a strong 
will to succeed, and have high levels of persistence (Zolkoski & Bullock, 2012). These 
resilience characteristics are identifiable and offer those that work with children a way to 
identify resilience at home, school, or in the community. This information guides 
providers in promoting resilience in their students by encouraging “experiences involving 
supportive peers, positive teacher influences, and opportunities for success, academic or 
otherwise, have been positively linked to resilience in adolescents” (p. 2301). It could be 
suggested, although the article does not explore this point, that the absence of resilience 
can lead to difficulties with the management of stress and anxieties.   
Bai and Repetti’s (2017) research study looked at emotional reactivity and 
recovery in 230 fifth grade students through diary submissions. The authors identified 
school as a source of stress for school-aged children and stated that difficulties at school 
could “elevate risk for internalizing (i.e., anxiety, depression) and externalizing (i.e., 
disruptive behaviors, aggression) problems” (Bai & Repetti, 2017, p. 423). The authors 
also say that emotions, defined as “affective responses to specific events” (p. 423), result 
in behaviors, and that coping strategies can be used to modulate these emotions. The most 
relevant part of this study for this doctoral project question is this statement, “The 
successful modulation of an emotional response to a minor stressor may promote self-




Repetti, 2017, p. 425). The study results found that children’s negative emotions last for 
hours after a stressful event and the spillover falls into the home environment. The 
authors also stress the need for addressing emotion and the use of coping strategies 
throughout the course of the day.   
Sendzik et al. (2017) completed a meta-analytic study of 21 studies to identify the 
relationship between reported levels of emotional awareness and depression and anxiety 
symptoms, as well as if there was a moderating effect of age. The authors found in this 
analysis that higher depressive and anxiety symptoms were related to increased 
difficulties with emotional awareness in a moderate effect size. Although they state this 
with confidence in their article, the authors do not have sufficient empirical data to draw 
causality or directionality of the effect size (Sendzik et al., 2017). In answering their 
second question about age as a moderator, Sendzik et al. (2017) found “a significant 
effect for anxiety symptoms” (p. 695) in the twelve and under age-group. 
The Relationships Between Arousal Modulation, Sensory Processing, and 
Symptoms of Stress and Anxiety 
Miller et al. (2011) compared the behaviors of ADHD and Sensory Modulation 
Disorder. On parental measures, those children that were characterized as having sensory 
modulation disorder had more problems with processing sensory information, increased 
somatic complaints, and were deemed as more likely to be withdrawn or 
anxious/depressed. Miller et al. (2011) wrote, “children with SMD are thought to be more 
withdrawn and anxious because their environment is perceived as unpredictable and 




Bron et al. (2012) connected modulation, stress, and anxiety with their conclusion 
that children that have regulation disorders also experience difficulties with self-
regulation and processing sensory information, leading to emotional and behavioral 
problems as they get older. Lohrasbe and Ogden’s (2017) paper on arousal in 
psychotherapy connected sensory processing to emotion in this statement, “when arousal 
reaches the upper edges of the window of tolerance physiological changes influence 
emotion and thought” (p. 579). These authors also suggest that children are more likely to 
become anxious or avoidant with persistent exposure or experiences with stress and 
distress (Lohrasbe & Ogden, 2017).   
Reynolds and Lane (2009) found a link between ADHD, sensory over-
responsivity, and anxiety in their article. This research study had 48 children participate 
in their study, 24 with ADHD and 24 without ADHD, to identify if the SOR group would 
have more anxious tendencies (Reynolds & Lane, 2009).  Reynolds and Lane (2009) 
found that the ADHD and SOR combined group had higher levels of anxiety than the 
other groupings. 
Overview of Problem Pathway Evidence 
 Referring back to the problem pathway and the connections hypothesized, the 
synthesis of this review found supports for some connections and no evidence for others. 
The literature for NCLB found that its implementation has impacted curriculum, 
instructional time, and teacher expectations of students. There has been a change in 
curriculum demands, an increase in focus on testing, a decrease in recess time and time 




Although there was no evidence to support a relationship between curriculum 
demands and self-efficacy or self-esteem in students, there was evidence located in 
regard to the connection between stress, anxiety, self-efficacy, and self-esteem. Increased 
self-efficacy resulted in decreased symptoms of anxiety (Muris et al., 2015). Self-esteem 
is a moderator of life satisfaction and decreased anxiety (Dahlbeck & Lightsey, 2008). 
Finally, Hwang and Lee (2018) found that stress is negatively correlated to self-esteem.  
The relationship between anxiety, arousal, and sensory processing was supported 
in one study by Green and Ben-Sasson (2010). Although this study specifically addresses 
the ASD population, it does link anxiety and sensory processing. Dean et al. (2018) found 
that there was not a prediction of anxiety by any sensory processing pattern. Sensory 
processing and sensory modulation are linked in their definitions as the presence of 
sensory processing disorder may lead to a diagnosis of a SMD. There were no specific 
studies identified linking sensory processing and emotional identification with the 
exception of the Dean et al. (2018). These authors connected sensory processing and 
resilience, suggesting that children who are more actively engaged in their environments, 
identified by increased sensory seeking behaviors, showed increased resilience.  
The relationship between teacher expectations, developmental level, and 
symptoms of stress and anxiety was not supported in pediatric research. There was 
information gathered on adults with regards to teacher messaging and fear appeals in the 
von der Embse et al. (2015) article. This limited evidence suggests the need for more 
research in the young child population. 




identified in the Dale et al. (2018) and Rodrigues-Ayllon et al. (2019) articles with 
support of physical activity impacting symptoms of anxiety in adults and 
adolescents. These reviews by Dale et al. (2018) and Rodrigues-Ayllon et al. (2019) 
showed no evidence for children or preschoolers.  
There was no identified evidence in this literature search to support a relationship 
between an anxiety diagnosis, emotional identification, and resilience in students. In 
addition, Zolkoski and Bullock (2012) did not directly identify a relationship between 
poor emotional identification, resilience, and symptoms of stress and anxiety. These 
authors did, however, highlight attributes of resilient children and identifiable 
characteristics. Although the article does not explore this point, one may question 
whether the absence of resilience may lead to difficulties with the management of stress 
and anxieties. Bai and Repetti’s (2017) research study did support evidence of the 
connection between poor emotional identification, resilience, and symptoms of stress and 
anxiety. The authors identified school as a source of stress for school-aged children and 
stated that difficulties at school could elevate the risk for anxiety, also identifying that 
schools should address emotions and the use of coping strategies throughout the day. 
Sendzik (2017) found that an increase in difficulties of emotional awareness resulted in 
increased anxiety. Finally, Miller et al. (2011), Bron et al. (2012), and Lohrasbe and 
Ogden (2017) all identified a relationship between sensory processing and signs and 
symptoms of stress and anxiety.   
In comparing the literature review against the visual model it appears that there is 




relationships of curriculum to poor self-esteem and self-efficacy, an anxiety diagnosis to 
emotional identification and resilience, sensory processing difficulties and emotional 
identification, and teacher expectations to symptoms of stress and anxiety. There was 
some literature that linked resilience to stress and anxiety making it a relevant factor in 
this visual model, however the links made to resilience from an anxiety diagnosis and 
sensory processing difficulties could not be connected at this time. Therefore, those links 
should be eliminated from the visual model. There is still a potential link between teacher 
expectations and symptoms of stress and anxiety, although there is no research to support 
it at this time. Therefore, this connection in the visual model will be left as a hypothesis.   
In addition to the aforementioned evidence, Läftman et al. (2013) surveyed eighth 
grade students to identify whether school performance was a stressor for them. Läftman 
et al. (2013) found that there was school related stress with regards to the amount of 
schoolwork and homework, and time pressure for completion of work affecting ability to 
relax. This adds another connection that was not in the initial visual model from 
curriculum demands to signs and symptoms of stress and anxiety. This study directly 
connects curriculum demands and stress and therefore a line should be added to the visual 
model demonstrating that relationship. Figure 2.2 is the updated visual model reflecting 










 This chapter has discussed the factors that contribute to why students are 
experiencing signs and symptoms of stress and anxiety in the elementary school setting. 
Social Cognitive Theory, Bronfenbrenner’s Bioecological model, and the PERMA model 
provide the theoretical lens by which the problem pathway was viewed and will be used 




that students are affected by their environment, the environment is affected by the 
students; that students experience multiple layers of influence daily; and students’ well-
being, including experiences of positive emotions, relationships and accomplishments, 
must be considered at all times. Finally, evidence was presented and used to evaluate the 
hypothesized links of the problem pathway. A revised problem pathway was created to 
reflect the evidence found in the peer-reviewed literature. This detailed analysis was an 
important step to understanding the factors causing the problem. With this information, I 
can build a program that is tailored to address these contributing factors and thereby 
alleviate the stress and anxiety elementary students experience during their school day. 
The next chapter will explore current interventions and their effectiveness to further 





CHAPTER THREE – Review of Current Approaches and Methods Relevant to the 
Project 
Introduction 
 “Anxiety disorders are among the most prevalent mental health problems in 
childhood and adolescence affecting as many as 10–21% of all children and youth” 
(Barrett & Pahl, 2006, p. 55).  Children experience anxiety and stress at home and in their 
community settings. The purpose of this chapter is to identify what interventions may be 
effective for children experiencing signs and symptoms of stress and anxiety.  This 
chapter details information regarding stress and anxiety in the pediatric population. It 
then explores the evidence gathered in research articles that have studied intervention 
programs with the hypothesized outcome of decreasing signs and symptoms of stress and 
anxiety in children. This literature search accessed peer-reviewed articles to answer the 
following questions:  
• What interventions exist for decreasing signs and symptoms of stress and anxiety 
in elementary students and what is the evidence of their effectiveness?  
• Is there evidence about who benefits most from interventions for decreasing signs 
and symptoms of stress and anxiety?  
• What evidence is there about intervention features that result in the most positive 
outcomes of decreasing signs and symptoms of stress and anxiety?  
• What interventions exist for decreasing signs and symptoms of stress and anxiety 
for children with sensory processing difficulties?  




for children that have poor self-esteem and self-efficacy?  
• What interventions exist for decreasing signs and symptoms of stress and anxiety 
for students that have poor resilience?  
• What interventions exist for decreasing signs and symptoms of stress and anxiety 
for students with a diagnosis of anxiety?   
The literature search was completed using the following databases: Child Development 
and Adolescent studies, CINAHL, Embase, PsycINFO, and ERIC. This synthesis of 
evidence will support creation of the components of the CALM program to decrease the 
signs and symptoms of stress and anxiety in elementary school students.   
Stress in Children 
 The American Psychological Association’s (APA) 2010 Stress in America survey 
stated, “One in five children worry a lot or a great deal about things in their lives but very 
few parents (8 percent) report that their child is experiencing a great deal of stress (8, 9 or 
10 on a scale of 1 to 10)” (p. 9). Edwards et al. (2014) wrote, “Adolescents face intense 
stress about academic performance, fitting in, body image issues, dating, and sex” (p. 
145). Moksnes et al. (2010) suggest that girls have a higher propensity to stressors and 
therefore are more susceptible to negative psychological effects than boys. Smith et al. 
(2020) state that there are significant negative impacts on learning when a child 
experiences stress and anxiety.   
Anxiety in Children 
Anxiety is the most common mental health condition in children; between the 




health disorders (Borquist-Conlon et al., 2019). Studies have suggested that up to 20% of 
children and adolescents suffer from mental illness across the globe (Smith-Carrier et al., 
2015). Cooley-Strickland et al. (2011) report that anxiety disorders are “experienced by 
about 13 out of every 100 children from ages 9 to 17 years, with approximately half of 
them suffering from an additional mental health disorder” (p. 150). Despite the 
prevalence of anxiety in the young child population, there has been little research that has 
focused on children, and even less for the preschool population (Anticich et al., 2013; 
Barrett et al., 2015). This should be a concern in the field of research as, “Anxiety 
disorders in young children tend to persist and lead to impairment in a number of areas of 
functioning” (Barrett et al., 2015, p. 231). Children with high levels of anxiety may have 
poor academic performance and cognitive function (Cooley-Strickland et al., 2011; Rose 
et al., 2009). Borquist-Conlon et al. (2019) wrote, “Anxiety is both a psychological and 
physiological state characterized by cognitive, somatic, emotional and behavioral factors” 
(p. 195). 
Barrett and Pahl (2006) discuss how anxiety in children may be overlooked as 
these children are often cooperative, compliant, and not disruptive. Barrett and Pahl 
(2006), Rose et al. (2009), and Borquist-Conlon et al. (2019) describe the following 
challenges children with anxiety disorders may experience in school: difficulty with 
initiation and completion of tasks secondary to concerns about perfection, struggle with 
attention, seek constant reassurance and adult approval, have suicidal thoughts/behaviors, 
sensitive to criticism, have pervasive worries, show physical reactions to these worries, 




experience social relationships that are impacted by their anxiety symptoms. Barrett and 
Pahl (2006) highlight that all children have fears that ebb and flow with developmental 
stages yet fears that stem from anxiety disorders are different. These fears are more 
intense, persist longer than two months, impact participation in daily routines, and are in 
the absence of a true threat to self (Barrett & Pahl, 2006). Costello and Lawler (2014) 
acknowledge that stress is a natural part of growing up, but they caution that it needs to 
be “managed and challenged by every child individually, in order to prevent negative 
outcomes” (p. 22). Understanding the pervasive effects stress and anxiety can have on a 
child’s life, the following section introduces specific interventions, as well as 
effectiveness of those interventions, on signs and symptoms of stress and anxiety. 
Interventions and Their Effectiveness 
 Through research, the following interventions were identified as having an effect 
on signs and symptoms of stress and anxiety: cognitive behavioral therapy, mindfulness, 
and yoga. The state of the evidence suggests that these interventions have a positive 
outcome for signs and symptoms of stress and anxiety. In some cases, the study methods 
come under scrutiny and further research is recommended for the youth population as 
sufficient research is lacking.   
Cognitive Behavioral Therapy 
 Cognitive behavioral therapy (CBT) has been identified as an effective treatment 
to treat childhood anxiety (Anticich et al., 2013; Barrett et al., 2015; Barrett & Pahl, 
2006; Cooley-Strickland et al., 2011). Cooley-Strickland et al. (2011) explains that CBT 




been identified in studies as effective in reducing anxiety, Barrett and Pahl (2006) state 
that these needed services are not provided because of cost, time, and location barriers to 
“75% of children with emotional and behavioral disorders” (p. 60). Cooley-Strickland et 
al. (2011) state that school-based CBT is beneficial to decrease stigma around treatment, 
assist with program attendance, and can reach individuals that may not be able to access 
this type of therapy. Anticich et al. (2013) list a number of CBT interventions with 
studies showing positive results. The Fun FRIENDS and FRIENDS for Life programs are 
two CBT interventions that will be discussed.    
FRIENDS for Life 
Barrett and Pahl (2006) describe FRIENDS for Life as a “positively focused 
program which aims to increase social and developmental skills through the use of 
cognitive-behavioral techniques. The program allows for easy implementation at all 
levels of prevention, early intervention, and community or school settings” (p. 64). Rose 
et al. (2009) state that this program is acknowledged by the World Health Organization 
(WHO) and also aligns with academic standards for American and Canadian schools and 
the School Counselor Association model. This is a group treatment program with ten 
weekly sessions, 1.5 hours per session, and two booster sessions; it is heralded to show 
benefits at 12, 24, and 36 months after intervention (Barrett & Pahl, 2006). The 
FRIENDS program uses a cognitive behavioral approach built on the attainment of 
specific skills: educating about feelings, knowing what anxiety looks like in the physical 
sense and how to use relaxation skills, learning to use positive self-talk, improving 




accomplishments, and keeping these tools for a lifetime of use (Barrett & Pahl, 2006). As 
Zwaanswijk and Kösters (2015) wrote, “it teaches children skills to cope more effectively 
with their feelings of anxiety and depression, and it aims to build emotional resilience, 
problem solving abilities, and self-confidence” (p. 244).  
 Rose et al. (2009) evaluated the effectiveness of the FRIENDS program in their 
study of fourth grade students with identified anxiety. In an intervention group of 26 
fourth graders and a control group of 26 fourth graders, research found that all students, 
regardless of group association, reported a decrease in anxiety, but that these changes 
across groups and over time were not statistically significant (Rose et al., 2009). The 
authors suggest that their study design may have been a limitation in this situation as only 
two students fell outside the average range on anxiety measurements, thereby affecting 
the analysis of the program.   
Cooley-Strickland et al. (2011) implemented the FRIENDS program to evaluate if 
it would result in a decrease in anxiety symptoms and increase in academic performance 
for students exposed to community violence. Both intervention and wait-list groups 
showed significant reductions in overall anxiety, exposure to community violence, as 
well as improved reading scores (Cooley-Strickland et al., 2011). The intervention group 
also showed reductions in community violence, victimization, and adverse life events, in 
addition to an improved performance in math.   
 Kösters et al. (2017) examined the integrity of intervention procedures and 
intervention program outcomes for FRIENDS for Life through two separate school years 




children more so than younger children (Kösters et al., 2017). The authors found a higher 
effect of the program on girls and children with higher levels of anxiety on pre-
intervention measures. The FRIENDS program provided a high responsiveness and 
attendance from participants, as well as convenience for parents as they did not have to 
coordinate how to get their child to a program (Kösters et al., 2017).  Kösters et al. (2017) 
also identified that booster or parent sessions were not feasible for the school or the 
parents. With regards to program integrity, the authors identified that the prevention 
workers running the FRIENDS for Life group did not execute the program exactly as 
directed. Although the protocol was not completely adhered to, the outcomes were not 
negatively affected: “In the current trial, intervention group children with elevated 
anxiety and depression scores reported scores comparable to the general population’s 
levels at 12 months post-intervention and reported significantly lower scores than the no-
intervention control group” (Kösters et al., 2017 p. 48). 
 Zwaanswijk and Kösters (2015) also wrote about the effectiveness of FRIENDS 
for Life and suggested that participants’ beliefs and evaluation of a program were 
important. Their study investigated the opinions of parents and previous participants 
through online focus groups and interviews. This study of thirty-eight participants 
showed that almost all of the participants (95.5%) and two-thirds of the parents (65.8%) 
felt positively about the program. Positive responses for the participants included 
enjoying participation, liking their program leaders, feeling safe in the program setting, 
and using skills after the group ended (Zwaanswijk & Kösters, 2015).  




have statistical support to say that FRIENDS for Life decreased symptoms of anxiety, 
they have data that participation in a CBT program supported improved scores on post-
assessments. Kösters et al. (2017) and Zwaanswijk and Kösters (2015) provided data that 
the FRIENDS for Life program is effective in decreasing symptoms of anxiety in 
children as well as being a program supported by participants and caregivers.     
Fun FRIENDS 
 Fun FRIENDS is a program for four- to six-year old children that was developed 
as a downward extension of the FRIENDS for Life program (Barrett et al., 2015; Barrett 
& Pahl, 2006). Fun FRIENDS addresses social emotional learning, through cognitive 
behavioral techniques, in five areas: developing one’s sense of self, developing social 
skills, developing self-regulation, increasing responsibility for others, and prosocial 
behavior (Barrett et al., 2015; Barrett & Pahl, 2006). Barrett et al. (2015) state, “Fun 
FRIENDS program has a dual focus on reducing current symptomatology and promoting 
protective factors in order to prevent the onset and progression of future 
psychopathology, including the promotion of resilience and wellbeing” (p. 232). The 
study by Barrett et al. (2015) set out to identify if Fun FRIENDS was an effective 
program for preschool students that have an anxiety diagnosis. With a sample size of 31, 
Barrett et al. (2015) found that the participants showed decreased anxiety and shyness, as 
well as improved resiliency.   
Anticich et al. (2013) evaluated the Fun FRIENDS program by comparing it with 
two other cognitive behavioral intervention programs. At three time intervals, pre-, post-, 




Fun FRIENDS as its intervention group, an active comparison group (the You Can Do It 
program), and a waitlist control group. In a sample of 488 children, between the ages of 
four and seven, across 14 schools in Brisbane, Australia, Anticich et al. (2013) found that 
both of the intervention groups, Fun FRIENDS and You Can Do It, had greater symptom 
reduction and improved social and emotional competence compared with the waitlist 
group in post-intervention measures. Anticich (2013) identified in further analysis that 
the Fun FRIENDS intervention resulted in greater improvements at both the post-
intervention and follow-up timelines as compared to the You Can Do It group. This study 
also shows how a universal program, with low-cost, can provide pre-intervention for 
anxiety and eliminate many barriers that families face trying to locate and attain CBT 
services.   
Overall, although each study expresses limitations and suggestions for improved 
study procedures, these articles about FRIENDS for Life and Fun FRIENDS provide 
evidence that a CBT program intervention can decrease symptoms of stress and anxiety 
in children.     
Mindfulness 
 Mindfulness has been described as the ability to focus on, be aware of, and accept 
experiences in the moment, without judgement or reactivity (Costello and Lawler, 2014; 
Meiklejohn et al., 2012; Schonert-Reichl, 2015; Sipe and Eisendrath, 2012; Smith-Carrier 
et al., 2015; Sunthararajah, 2019). Mindfulness is rooted in Buddhism and is a 2,500-
year-old tradition (Dunning et al., 2019; Costello & Lawler, 2014; Edwards et al., 2014; 




is able to respond with more skill to something that happens; there is no time wasted on 
the past or worry about the future. Mindfulness is a practice requiring one to anchor to 
the moment and allow thoughts, emotions, and memories to ebb and flow while still 
being in the moment (Meiklejohn et al., 2012). Borquist-Conlon et al. (2019) wrote that 
mindfulness models have two parts, focusing to a point of full attention on the experience 
and then orientation to that experience by immersing oneself in the moment. Dunning et 
al. (2019) wrote that Mindfulness-Based Stress Reduction (MBSR) is the earliest known 
formalized Mindfulness-Based Intervention developed to assist with the management of 
illnesses, pain, and stress. 
 Edwards et al. (2014) report the use of mindfulness in a variety of treatments 
including Dialectical Behavior Therapy (DBT), Mindfulness-Based Cognitive Therapy 
(MBCT), and Acceptance and Commitment Therapy (ACT). These aforementioned 
therapies are known as third-wave cognitive behavioral therapies because of their focus 
on thoughts and feelings instead of the content of an experience (Edwards et al., 2014).  
Mindfulness-Based Interventions (MBIs), and more specifically the skills learned in 
those interventions, are reported to lead to reduced negative behavior and symptoms of 
psychopathology (Dunning et al., 2019). Mindfulness is also reported to reduce stress, 
reduce anxiety, improve immune function, decrease the need for medication, modify pain 
perception, improve motivation, and support positive relationships (Meiklejohm et al., 
2012). For the purposes of this doctoral project the next sections will focus on the use of 





Mindfulness for Children 
 Schnoert-Reichl et al. (2015) completed a study of fourth and fifth grade students 
in four different Canadian schools, to assess if participation in a classroom based social 
emotional learning (SEL) program involving mindfulness, named MindUP, would result 
in improved executive functions, social behavior, stress physiology (salivary cortisol 
levels), well-being, and math grades. This study had a randomized controlled intervention 
group with an active control group that received a business as usual (BAU) social 
responsibility program (Schonert-Reichl et al., 2015). The study found that there were no 
significant differences in the executive function scores or salivary cortisol levels for 
either intervention or active control group. However, the MindUP intervention group did 
show improvement in prosocial behavior and higher end-of-year math grades (Schonert-
Reichl et al., 2015). Limitations of this study included that the randomization occurred at 
the classroom level while the analysis was at the individual level, and that raters were not 
blind to the conditions of treatment (Schonert-Reichl et al., 2015). 
 Smith-Carrier et al. (2015) present a case study completed in four Toronto 
Catholic secondary schools in grades 11 and 12. A Mindfulness-Based Intervention 
(MBI) called the Mindfulness Ambassador Council (MAC) program was administered to 
150 students, over 12 weeks, in 60-90 minute weekly intervention sessions. Data was 
collected via focus groups with teachers and students as well as post-intervention 
program evaluation forms gathered from students (Smith-Carrier et al., 2015). This 
program identified strengthening relationships through improving understanding of 




reflecting on own thoughts before reacting, improving acceptance of others, and 
improving concentration (Smith-Carrier et al., 2015).   
 Edwards et al. (2014) completed a quasi-experimental, extended baseline, 
repeated measures design using Biegel’s Mindfulness-Based Stress Reduction for Teens 
to determine if mindfulness skills would help Latino adolescents increase mindfulness 
and self-compassion, while decreasing negative psychological symptoms and stress.  
There were three times for questionnaire administration and seven different eight-session 
groups were held over 15 months’ time. These mindfulness practices included body scan 
meditation, sitting meditation, hatha yoga, walking meditation, sharing of group 
experiences, didactic presentations, and at home mindfulness practice assignments 
(Edwards et al., 2014). Edwards et al. (2014) found that in measures on pretests given 
prior to the mindfulness intervention there was no significant change in mindfulness, self-
compassion, perceived stress, depression, anxiety, or hostility.  There were significant 
changes (p<.05) in awareness of attention as measured by the Mindful Attention 
Awareness Scale; “the adolescents improved their abilities to be present and aware of 
experiences and emotions as they were happening” (Edwards et al., 2014, p. 158). There 
were significant changes (p<.05) in self-compassion as measured by the Self-Compassion 
Scale; “students’ improvements in self-compassion suggest that the intervention program 
helped them to see their difficulties from a more compassionate, balanced perspective, 
without imposing negative self-criticism” (Edwards et al., 2014, p. 158). There were 
significant changes (p<.05) for stress on the Perceived Stress Scale as “learning 




life problems, and therefore appraise events as less stressful” (Edwards et al., 2014, p. 
159). There were also significant changes (p<.05) for depression on the Depression scale 
of the SCL-90-R. 
Borquist-Conlon et al. (2019) researched studies from 1980 to 2015 which used 
MBIs with children and adolescents. The authors identified 2,512 titles and screened 72 
of those for eligibility; only 5 studies met the inclusion criteria set for the study 
(Borquist-Conlon et al., 2019). The five studies researched effects of an MBI on 188 
youth, ages 5-18, in five countries, and found that MBIs offered positive effects on 
anxiety (Borquist-Conlon et al., 2019). This statement should be interpreted with caution 
as Borquist-Conlon et al. (2019) also found heterogeneity across these studies suggesting 
that the underlying population effect was not the same in all five studies.  More research 
is needed for the authors to move away from just tentative support of MBIs in anxiety 
treatment (Borquist-Conlon et al., 2019).   
Meiklejohn et al. (2012) wrote a review of research of the use of mindfulness in 
K-12 education, reporting that there is limited evidence to support MBI use for children 
and adolescents “due to issues of sample size, design, and methods of measurement” (p. 
298). The authors suggest that students’ ability to self-regulate their attention and 
emotions can be strengthened through mindfulness. They also suggest that mindfulness 
can act as a buffer upon the effects of stress on a developing brain (Meiklejohn, 2012).   
Sunthararajah (2019) focused on the effect of mindfulness training on signs of 
anxiety and stress for children in foster and adoptive care. Sunthararajah (2019) reported 




problem behaviors for these children.   
Dunning et al. (2019) also focused their attention on children and MBIs in their 
research review. They reported concern about the lack of studies with randomization of 
participants to a condition or studies that used a comparison condition. In their research, 
Dunning et al. (2019) found that MBIs were not successful in improving academic and 
behavioral outcomes, but were successful, in small effect sizes, in improving cognitive 
and socioemotional skills. The authors identified that in some studies there were no 
comparison groups or randomization of participants. Therefore, their own meta-analysis 
included studies with interventions based on mindfulness programs instead of those 
linked with another activity such as yoga or coloring (Dunning et al., 2019). There were 
33 randomized control trials where the mindfulness condition participants improved more 
than those in the control condition when considering aspects of mindfulness, executive 
function, negative behavior, depression, and anxiety/stress (Dunning et al., 2019). In the 
17 of those studies that had active control groups, the group participating in an MBI 
improved significantly more than the study’s control groups for depression and anxiety or 
stress (Dunning et al., 2019). Dunning et al. (2019) expressed the positive outcome this 
has for mindfulness in this statement, “MBIs are hypothesized to operate through 
improvements in both mindfulness and cognitive processes that can have a downstream 
effect on arguably more distal mental health and wellbeing outcomes” (p. 253). Dunning 
et al. (2019) also report that mindfulness has the most effect between the ages of 14 and 
18 years of age due to brain plasticity, and found that negative behavior in young children 




Overall, the studies reviewed in this section show that for children, mindfulness 
can provide improvements in prosocial behavior, higher math grades, strengthened 
relationships with peers, and increased awareness of experiences and emotions (Edwards 
et al., 2014; Schonert-Reichl et al., 2015; Smith-Carrier et al., 2015). Mindfulness 
research has also reported that engagement in mindfulness or MBIs result in increased 
self-compassion, improved mental health, decreased stress, decreased anxiety, positive 
changes in perceived stress, and decreased depression symptoms (Borquist-Conlon et al., 
2019; Edwards et al., 2014; Sunthararajah, 2019). Although evidence exists in support of 
mindfulness, Borquist-Conlon et al. (2019), Schonert-Reichl et al. (2015), and Smith-
Carrier et al. (2015) and report that the benefits of mindfulness on children has not been 
well researched. Sunthararajah (2019) also reports the lack of research in children, more 
specifically for fostered or adopted children. Studies have shown that mindfulness 
interventions do assist in decreasing signs and symptoms of stress and anxiety and 
therefore would be a beneficial component of the CALM program. 
Mindfulness-Based Cognitive Therapy (MBCT) 
 An MBCT program has eight treatment sessions, lasting for two hours each, with 
a variety of meditation practices and elements of cognitive therapy and psychoeducation 
during instruction (Sipe & Eisendrath, 2012). These meditation practices may include 
“guided body scans, sitting and walking meditations, mindful movement (based on Hatha 
yoga), 3-minute breathing spaces, and focused awareness on routine daily activities” 
(Sipe & Eisendrath, 2012, p. 64). Sipe and Eisendrath (2012) explain the difference 




content; rather, by focusing on participants’ awareness of their relationship to their 
thoughts and feelings, it aims to enhance metacognitive awareness” (p. 64). Sipe and 
Eisendrath (2012) explain rumination to be a driver of depression; intense worry about 
the future drives anxiety. They connect this to limbic system dysfunction as the amygdala 
is where threat and labeling of an emotional experience occurs (Sipe & Eisendrath, 
2012). “As people develop metacognitive awareness by actively labelling thoughts and 
feeling as mental events, distressing cognitions may be perceived as less threatening, and 
consequently less demanding of cognitive resources” (Sipe & Eisendrath, 2012, p. 65) 
Sipe and Eisendrath (2012) discuss applications of MBCTs for people with mood 
and anxiety disorders in their article. They suggest that the MBCT training, on how to 
process and live with worry and anxiety, will result in more awareness of these negative 
thoughts and feelings, thereby changing the importance one places on those feelings 
(Sipe & Eisendrath, 2012). Sipe and Eisendrath (2012) completed a small pilot study and 
found that five out of the twelve participants showed improved scores on worry and 
anxiety on the Beck Anxiety Inventory.   
Costello and Lawler (2014) ran a study in two Dublin schools of sixty-three 11-
12-year-old children with risk of socioeconomic exclusion, to evaluate if mindfulness 
interventions would affect stress and worry. Costello and Lawler (2014) wrote, 
“Mindfulness enables children to refine their awareness of the present moment, and 
opens important avenues for the mind to come to know itself and reflect on the inner 
nature of life, on events of the mind that are emerging, moment by moment” (p, 23). 




Using the Perceived Stress Scale to measure perception of stress, this study used an 
intervention that combined aspects of the 12-session Mindfulness-based Cognitive 
Therapy for children (MBCT-C), the 8-session Mindfulness-Based Stress Reduction 
course for children (MBSR-C), and mindfulness CDs in their sessions (Costello & 
Lawler, 2014). The findings of Costello and Lawler’s (2014) research were not sufficient 
to conclude that the intervention would generalize to all schools and children. Despite the 
statistics not supporting a conclusion, “almost 40% of those interviewed stated that they 
put their stress and worries into bubbles or balloons and when they floated away they felt 
calm and relaxed” (Costello & Lawler, 2014, p. 29). 
MBCT is a tool used to increase awareness of one’s feelings and therefore helpful 
in situations where symptoms of stress and anxiety may be impacting function. These two 
MBCT studies show that a program can support decreased worry and anxiety (Costello & 
Lawler, 2014; Sipe & Eisendrath, 2012), however only one was focused on children. This 
type of cognitive behavioral therapy does need further research to assess its impact on 
children. Overall, mindfulness has been proven to support decreasing signs and 
symptoms of stress and anxiety in children, however MBCTs do not have the same 
supported research. 
Yoga 
 Yoga is a practice that leads to well-being and a connected existence through the 
use of physical postures and breath work as well as relaxation and meditation techniques 




The aims of yoga are the development of the following 1) a strong and flexible 
body free of pain; 2) a balanced autonomic nervous system with all physiological 
systems, e.g., digestion, respiration, endocrine, functioning optimally; and 3) a 
calm, clear, and tranquil mind (p. 22).   
Re et al. (2014) suggest that yoga is a low risk and high result intervention to improve 
health. Yoga began in India over 4,000 years ago (Kaley-Isley et al., 2010). Secularly, 
yoga is used to support health and well-being through promotion of mindfulness and 
awareness, as well as used to address physical and mental health symptoms as a 
complementary and alternative medicine (CAM) intervention (Kaley-Isley et al., 2010; 
Smith, et al., 2020).   
Re et al. (2014), Smith et al. (2020), and Velásquez et al. (2015) report that yoga 
has been shown to improve cortex and limbic system function, change behavior, regulate 
the autonomic nervous system, improve cognitive function, regulate emotions and mood, 
develop mind-body awareness, decrease stress, decrease pain, improve sleep and 
therefore fatigue, improve PTSD symptoms, and improve social emotional learning. 
Yoga stimulates the parasympathetic system, part of the autonomic nervous system, 
which, unlike its flight or fight sympathetic nervous system partner, is more relaxed and 
“incites restorative functions” (Smith et al., 2020, p. 204). Cortisol, a stress-induced 
hormone found in saliva, is suggested to decrease with yoga practice (Re et al., 2014; 
Smith et al., 2020; Velásquez et al., 2015). Yoga can stimulate the development of mind-
body awareness which can improve self-regulatory capabilities, management of 




et al., 2015). “Yoga simultaneously treats physical impairments and psychosocial issues 
such as anxiety, stress or hyperactivity” (Re et al., 2014, p. 176). This background of 
yoga provides information on why the use of yoga as an intervention may be effective. 
The following studies presented provide evidence towards the use of yoga as an 
intervention in decreasing signs and symptoms of stress and anxiety. 
Yoga as an Intervention 
 Smith et al. (2020) discussed in their article that yoga practice for children has 
increased in western culture by 50% between the years of 2007 and 2012; from 1.3 
million children to 1.9 million children. “Four of the 10 most frequently used CAM 
interventions by children are yoga practices” (Kaley-Isley et al., 2010, p. 21). Yoga can 
positively affect symptoms of anxiety and stress and has been suggested as a promising 
intervention for school aged children (Smith et al., 2020). Smith et al. (2020) also 
reported that there is no research on how yoga differs in its effects on children and adults.  
The authors suggest that children may experience more benefits of yoga as a result of 
their brain neuroplasticity while adults have the ability to make a cognitive choice to 
practice because of the benefits of yoga. That being said, research is limited in supporting 
yoga as an evidenced-based intervention for children as most studies have focused on 
adults (Kaley-Isley et al., 2010; Smith et al., 2020). The studies that have focused on 
children have been found to have methodological issues with specific concerns regarding 
randomization, sample size, and statistical clarity (Kaley-Isley et al., 2010; Khalsa & 
Butzer, 2016; Smith et al., 2020; Velásquez et al., 2015;).   




information about its use in treatment and the evaluation of yoga as a treatment. The 
National Institutes of Health (NIH) National Center for Complementary and Alternative 
Medicine (NCCAM) recognizes yoga as a CAM and places it in the medical category of 
mind-body (Kaley-Isley, 2010). The International Association of Yoga Therapists 
(IAYT) defines yoga therapy as “the process of empowering individuals to progress 
toward improved health and well-being through the application of the philosophy and 
practice of yoga” (Kaley-Isley et al., 2010, p. 24). The goal of using yoga as a treatment 
is to strengthen the body as a whole, improve physical fitness, increase endurance for 
tasks, improve attention and focus, and improve memory (Kaley-Isley et al., 2010; 
Khalsa & Butzer, 2016). Kaley-Isley et al. (2010) also discuss using yoga as a 
preventative measure to protect and sustain skills already mastered.  
Smith et al. (2020) were careful to explain that before implementation of any 
treatment protocol that clinicians need to be certain they are delivering an intensity that is 
developmentally appropriate for their population. Kaley-Isley et al. (2010) discussed 
aspects of yoga that should be considered when using it as a treatment intervention. The 
authors warn about the differences in physical vigor between different yoga interventions 
and practices, and the consideration that one must have for their clientele (Kaley-Isley et 
al., 2010). In an example, Kaley-Isley et al. (2010) compare the rigor of Ashtanga yoga to 
Sivananda in children with anxiety as they may benefit from the former practice because 
more vigor may assist with restlessness and shift attention away from worries.  
Smith et al. (2020) link yoga intervention to Social Cognitive Theory in their 




of the “bidirectional effects of the child’s interactions with adults” (p. 210). They also 
suggest an ecological systems perspective because of the involvement of the individual, 
micro-, and macro-systems ability to support the positive effects of yoga (Smith et al., 
2020). Individually, yoga can positively influence stress and subjective well-being, 
however, humans do not live in a bubble, and their surroundings will affect them whether 
it be positively or negatively (Smith et al., 2020). A child’s development can be affected 
by their immediate surroundings; the second layer is called the microsystem (Smith et al., 
2020). In school, this layer may be their peers and teachers, while at home it may be their 
parents, guardians, close friends, and family members. The macrosystem is the outer 
layer that affects the microsystem and the individual (Smith et al., 2020). In the school 
setting this may be the administration, space, curriculum demands, or governing laws.  
 Smith et al. (2020) provided strategies on how to fit yoga intervention into a 
three-tiered model in a school system, like the Response to Intervention (RTI) model. 
The first tier is a school-wide approach where all students are able to engage in the 
intervention. The second tier is specified for a smaller group of children; Smith et al.’s 
(2020) example was “using yoga and mindfulness as an alternative form of corrective 
behavioral intervention” (p. 209). The third tier comes into play when students have not 
met goals set in a tier two setting and a multidisciplinary approach is required; often 
resulting in specific skill evaluations. In further consideration of these ecological 
systems, the success of a yoga intervention could be enhanced by the inclusion of parents 
into the model. 




this country and across the world, research should continue to focus on this specific 
population. As discussed in this section, although there is some literature supporting the 
use of yoga in children, there are many methodological issues with these studies. There 
were however, specific studies that discussed yoga as a treatment for ADHD, sensory 
processing, anxiety, and stress. These are described in depth in the following sections. 
Yoga as a Treatment in ADHD. 
The use of yoga as a therapeutic intervention for children is typically facilitative 
as children are still developing skill and working towards mastery (Kaley-Isley et al., 
2010). Kaley-Isley et al. (2010) identified studies employing yoga as an intervention for 
children diagnosed with ADHD. These studies were randomized controlled, non-
randomized quasi-controlled, and non-randomized controlled treatment designs (Kaley-
Isley, 2010). The authors found changes on the Connor’s subscales in pre- and post-
assessments (oppositional, total global index, global indices of restless/impulsive and 
emotional lability, ADHD index, and attentional and hyperactivity subscales), reduced 
use of stimulant medication, and improved parent-child relationships. Kaley-Isley et al. 
(2010) continued to explain that an intervention with same-aged peers, a flow of poses 
with focus on breath, cueing for attention, and guided relaxation may yield the most 
benefits for a school-aged child with ADHD. For inpatient adolescents (i.e., 11–12 year 
olds), the use of yoga resulted in decreased anxiety (Kaley-Isley et al., 2010). These 
participants also had improved stress coping strategies and general well-being and 
positive effects on reducing aggression, helplessness, and physical complaints (Kaley-




Yoga as a Treatment for Sensory Intervention. 
 Re et al. (2014) completed a study to identify yoga’s effectiveness in reducing 
patient distress as well as identifying whether a relationship exists between yoga and 
sensory-processing preferences. Re et al. (2014) report evidence that “sensory input has a 
positive impact (via neuroplasticity) on processing in the central nervous system” (p. 
175). Yoga provides tactile, proprioceptive and vestibular sensory input, therefore 
supporting its use and validity in occupational therapy (Re et al., 2014). Although there 
seems to be a supported connection between yoga and sensory processing, there is 
insufficient research in the field to validate the use of sensory intervention as an effective 
intervention strategy (Re et al., 2014). Re et al. (2014) completed a study that assessed 
cortisol levels, pulse, and self-report of behavior and sensory processing in 75 
participants, aged 12-18 years, in a 12-bed adolescent mental health unit. The Subjective 
Units of Disturbance Scale (SUDS) scores and lowered pulse scores indicated a 
significant reduction in distress and anxiety (Re et al., 2014).   
 Yoga as a Treatment for Anxiety. 
 Velásquez et al. (2015) focused their study on the impact of a yoga workshop on 
anxiety, depression, and aggression. Velásquez et al. (2015) had a secondary focus to 
assess if yoga would improve empathy, anger management, and prosociality as a means 
of helping children to manage their emotions. Their study was completed with urban 
Colombian students with disadvantaged socioeconomic backgrounds. This yoga 
intervention included five groups that participated in 24 yoga sessions lasting for two 




anxiety via self-report, aggression via peer nominations, and empathy and anger via two 
self-report questionnaires. Results of the study showed a decrease across experimental 
conditions in aggression and potential for preventing anxiety and decreasing depression 
symptoms (Velásquez et al., 2015).   
 Yoga and its role in social emotional learning (SEL) was discussed in the research 
review by Khalsa and Butzer (2016). “Adolescents complete their K–12 education with 
the training sufficient for securing employment in the workforce, but lack crucial and 
preventive SEL skills for maintaining their mental health and well-being” (Khalsa & 
Butzer, 2016, p. 45). These authors analyzed 47 publications that included school settings 
but not special education populations. They identified 27 randomized control trials, seven 
nonrandomized controlled trials, nine uncontrolled studies, and four qualitative exams 
(Khalsa & Butzer, 2016). Khalsa and Butzer (2016) identified that there was a variation 
in rigor of randomization and some studies were not clear in explaining their process for 
participation or selection. In light of these methodological issues, Khalsa and Butzer 
(2016) reported positive outcomes in the following factors: emotional balance, attentional 
control, cognitive efficiency, anxiety, negative thought patterns, emotional and physical 
arousal, reactivity, and negative behavior. The authors expressed that this topic is still in 
its infancy and that there is a need to advocate for better methodological quality, to 
demand fidelity of intervention with long term follow-up measures, and to research the 
optimal dose of yoga intervention.   
 Yoga as an Intervention for Stress. 




children living in orphanages in Haiti. Post-Traumatic Stress Disorder (PTSD) is often a 
result of exposure to traumatic events, such as the earthquake that occurred in Haiti in 
January of 2010 when 420,000 children lost one or both of their parents (Culver et al., 
2015). This study set out to identify if there was a reduction in trauma-related symptoms 
with this yoga intervention for seventy-six children, aged 7–11 and 12–17 (Culver et al., 
2015). Culver et al. (2015) saw a statistically significant reduction in trauma-related 
symptoms across all groups, as well as enhanced self-regulation, coping mechanisms, and 
resilience.   
 These studies show that yoga, as an intervention, has the potential to provide 
children with a way to cope with stress and improve well-being (Kaley-Isley et al., 2010) 
as well as decrease anxiety (Kaley-Isley et al., 2010; Khalsa & Butzer (2016); Re et al., 
2014; Velásquez et al., 2015). Culver et al. (2015) also found enhanced self-regulation 
and increased resilience. Yoga, used as a component of a program, will provide students 
with tools and strategies to improve signs and symptoms of stress and anxiety.  
Resilience and Signs and Symptoms of Anxiety 
 Resilience is the ability to thrive, prosper, and develop in a positive direction, as 
well as the ability to adapt positively, despite negative experiences or trauma (Brownlee 
et al., 2013). “Resiliency factors can be considered as either external or internal. External 
resiliency factors include peers, family, school and community, whereas internal factors 
include personal qualities such as empowerment, self-control, self-efficacy, and personal 
strengths” (Brownlee et al., 2013, p. 437). Brownlee et al. (2013) explain the difference 




resiliency frameworks are context dependent, a strength-based approach can be applied to 
all youth regardless of adversity or challenge. This distinction is important as some of the 
reviewed studies in Brownlee et al.’s (2013) systematic review utilize strength-based 
approaches.    
Brownlee et al. (2013) reviewed the literature of resiliency and strengths to 
identify positive outcomes of these interventions. This was a five-step review which 
included search tools, identified keywords, use of those keywords in further database 
searches, keywords cross-referenced with child terms, and then a two-step inclusion and 
exclusion process including whether the study was quantitative and whether the 
intervention had an outcome (Brownlee et al., 2013). This process yielded eleven studies 
(Brownlee et al., 2013). The authors then utilized the Effective Public Health Practice 
Project (EPHPP) tool to identify studies that had content and construct validity as well as 
inter-rater reliability (Brownlee et al., 2013). They selected eleven quantitative studies for 
review; of these, three were identified as high quality, six with moderate quality, and 
three with low quality (Brownlee et al., 2013). The top three articles focused on the 
FRIENDS intervention, the Strength-Based Assessment on Youth with Emotional or 
Behavioral Disorders, and the Leadership, Education, Achievement, and Development 
(LEAD) Intervention (Brownlee et al., 2013). 
The development of protective factors in the FRIENDS program builds strengths 
in the child (Brownlee et al., 2013). The Fun FRIENDS program, geared towards 
children 4-6 years old, also works to promote protective factors to “promote resilience 




techniques to teach children social-emotional learning to increase resilience and decrease 
emotional distress” (Barrett & Paul, 2006, p. 70). Barret et al.’s (2015) study identified 
improvement in resiliency in pre- and post-intervention measures.   
The second intervention receiving high quality scores on the EPHPP was the 
Strength-Based Assessment on Youth with Emotional or Behavioral Disorders (Brownlee 
et al., 2013). In a study of 84 youths between the ages of 5–18 years old, those in the 
intervention group had statistically significant gains with highly strength-oriented 
teaching in comparison to the other study groups (Brownlee et al., 2013). The final 
intervention is the Leadership, Education, Achievement, and Development (LEAD) 
intervention which was studied in a 3-year, quasi-experimental design with 146 non-
randomized African American youth (Brownlee et al., 2013). Outcomes showed that 
resilience, self-esteem, social competence, and sense of control improved with 
statistically significant differences for the LEAD group compared to the control group 
(Brownlee et al., 2013). 
The identified six studies of moderate quality included Project PATHS, Health 
Promoting School Framework, Skill-Based Intervention for Youth Living with a Mother 
with Mental illness, Youth Competency Assessment (YCA), SMART Kids, and 
Preventing the Abuse of Tobacco, Narcotics, Drugs and Alcohol (PANDA) (Brownlee et 
al., 2013). Subjects in these interventions were found to show improved resilience, 
personal and social competencies, decreased depressive symptoms, improved behavior, 
and improved self-concept (Brownlee et al., 2013). Brownlee et al. (2013) suggested the 




resiliency intervention to another intervention and therefore any positive results cannot be 
determined to be only a result of the intervention studied.       
 Schonert-Reichl et al. (2015) state that practicing mindfulness can support 
improvement and development of executive functions and self-regulation. This 
improvement in executive function will support resilience and developmental success as 
Schonert-Reichl et al. (2015) state that the well-being of a child is dependent on their 
executive functioning. Anticich et al. (2013) state that when children are able to “regulate 
their emotional reactivity, it may contribute to a resilience process and subsequently lead 
to decreases in BI (Behavioral Inhibition), and potentially reduce symptoms of anxiety” 
(p. 114). Dunning et al. (2019) found that MBIs have a positive impact on resilience.  
Meiklejohn et al. (2012) also reported that mindfulness training can result in enhanced 
resilience in adults.   
 This review of resilience-based literature shows that resilience is an outcome of 
cognitive behavioral therapy and mindfulness interventions. These interventions were 
mentioned previously in this doctoral paper in evidenced-based research supporting their 
use in decreasing the signs and symptoms of stress and anxiety. Building resilience in 
students should support decreased signs and symptoms of stress and anxiety and, as a 
result, should be built into an intervention program for elementary school students. 
Self-esteem, Self-efficacy, and Signs and Symptoms of Stress and Anxiety 
 Muris et al. (2015) state in their article that self-efficacy and global self-esteem 
have been shown to be predictors and correlates of mental health. Self-esteem is one’s 




efficacy “refers to a person’s ability to handle environmental difficulties and to respond 
adequately in demanding situations” (p. 2076). There were a limited number of articles 
located in research for self-esteem in children or for self-efficacy in children. This 
suggests that this area is not well researched or considered for the childhood population.  
The articles that were identified did connect self-esteem and self-efficacy to signs and 
symptoms of stress and anxiety, but not in the young child population.   
Moksnes et al. (2010) studied the effects of self-esteem on depression, anxiety, 
and stress. These authors specifically studied the adolescent population and gender 
differences with regards to self-esteem. Self-esteem has a major role in psychological 
functioning during this time of development (Moksnes et al., 2010). Adolescence is a 
time where internal and external influences can be dynamic and very impactful; these 
influences can impact self-esteem (Moksnes et al., 2010). “Especially in the face of 
challenging life circumstances, individuals with high self-esteem are assumed to have 
better coping resources and are thus protected against the deleterious consequences of 
stressful life events (and, conversely, individuals with relatively low self-esteem are more 
vulnerable to this effect)” (Moksnes et al., 2010, p. 431). 
 Moksnes et al. (2010) identified that during adolescence, girls have higher stress 
levels and exhibit more emotional problems than boys, while boys have higher self-
esteem during this time. The authors studied whether gender is a moderator or agent in 
self-esteem, stress, depression, and anxiety. This research focus is essential to the 
prediction of psychological problems (Moksnes et al., 2010). Moksnes et al. (2010) had 




that stress is related to negative emotional state, self-esteem is not a moderator of stress 
and state anxiety, girls score higher in measure of stress, boys score higher in self-esteem 
measures, and there were weak to moderate scores for gender differences (Moksnes et al., 
2010). There were moderate to strong correlations between stress and depression and 
stress and self-esteem, as well as a significant positive correlation to depression and a 
negative correlation to self-esteem (Moksnes et al., 2010). Self-esteem has an inverse 
relationship to anxiety and depression; this was true when controlled for the effect of 
stress as well (Moksnes et al., 2010). These results show that teaching children to cope 
efficiently and effectively with stress will be beneficial for both adolescent girls and 
boys. The authors suggest focus on coping skills, problem solving, emotional regulation, 
and social supports as preventative interventions to promote positive psychological 
functioning.     
Schönfeld et al. (2019) completed a study to identify the effects of stress on self-
efficacy. Self-efficacy, as a concept, was created by Albert Bandura as part of his social 
cognitive theory (SCT) which suggests that learning is the result of observing behavior 
which include processes of attention, memory, and motivation (Schönfeld et al., 2019). 
Schönfeld et al. (2019) state that self-efficacy is predicative for “better psychological 
adjustment, lower distress, fewer symptoms of burnout, and less symptoms of depression 
over time” (p. 2076) as well as lower post-stress cortisol levels. Schönfeld et al. (2019) 
also discussed coping self-efficacy and the fact that it is “associated with less social 
anxiety, cognitive depression, and externalizing symptoms” (p. 2076). 




negatively associated with depression, anxiety, and stress symptoms. The authors also 
found that positive mental health was significantly impacted by daily stress after two 
years. They also found that self-efficacy mediated the effect of daily stressors on positive 
mental health (Schönfeld et al., 2019). This study supports the role of self-efficacy on 
mental health. Schönfeld et al. (2019) wrote, “negative consequences of stress can be 
reduced by the appraisal of one’s abilities to handle upcoming situations” (p. 2088). 
The Moksnes et al. (2010) and Schönfeld et al. (2019) articles demonstrate 
positive outcomes in studies researching symptoms of stress and anxiety and the role self-
esteem and self-efficacy can have in mitigating those symptoms. That being said, there 
are not many studies to cite in support of these statements. It is a field of research that 
needs more data and publications.   
Conclusion 
This synthesis of research showed that symptoms of stress and anxiety can be 
mitigated through the use of CBT, mindfulness, and yoga interventions.  These 
interventions have been proven to have a statistical effect on the signs and symptoms of 
stress and anxiety. In addition, supporting and developing resilience, self-esteem, and 
self-efficacy can provide youth tools to be able to negotiate signs and symptoms of stress 
and anxiety. This synthesis also identified that more studies are needed, with higher 
sample sizes, and methodologically sound evaluation plans, to gather more data on how 
these interventions support children experiencing stress and anxiety.  
There were few studies expressing the use of movement as a tool to decrease 




article. I believe that movement breaks and movement experiences do impact signs and 
symptoms of stress and anxiety. This movement component will be explored in Chapter 
4, where its effectiveness will be discussed. This research also did not mention the use of 
positive self-talk as a potential mediator for signs and symptoms of stress and anxiety. In 
personal observation of youth today, there are many concerns raised between teachers 
about observed negative self-talk in their students. The modeling of positive self-talk is 
believed to be an important need in schools and for our children today. This component is 
included in Chapter 4 with evidence to support its importance. Our youth deserve this 
research and we have the responsibility to provide them with the tools they need to be 
successful and happy adults. CALM—Calm in All Little Minds will use the evidence-
based strategies discussed in this chapter in its development to provide a program that 




CHAPTER FOUR – The CALM Program 
Introduction  
 Previous chapters have explained statistics and epidemiology of stress and anxiety 
in children. The American Psychological Association’s (APA) 2010 Stress in America 
survey stated, “One in five children worry a lot or a great deal about things in their lives” 
(p. 9).  Per CDC (2019) report, “7.1% of children aged 3-17 years (approximately 4.4 
million) have diagnosed anxiety” (p. 1). Experiencing stress and anxiety can lead to 
occupational exclusion and occupational alienation. Kösters et al. (2012) wrote that 
anxiety can impact “children's emotional and social long-term development” (p. 1). 
Impeding access to these functions can lead to occupational alienation. Secondary to 
negative peer relationships, these children may also experience occupational exclusion as 
they may not be included into games and social experiences.  
This chapter details CALM—Calm in All Little Minds, a program created to 
decrease signs and symptoms of stress and anxiety in the elementary school population. 
The chapter provides thorough details of the key aspects of the program, the support of 
existing theories and literature for this program, the outcomes of the program, barriers 
and challenges for implementation of the program, and examples of CALM lessons and 
components.  
Guiding Theories of CALM 
 Chapter 2 of this dissertation reviewed the guiding theories of the CALM 
program. Bandura’s Social Cognitive Theory (SCT), Bronfenbrenner’s Bioecological 




information about the lessons and components of CALM while connecting constructs of 
these theories to each component of the program. The SCT and PERMA constructs that 
helped to create the components of the CALM program will be embedded into each 
specific component section. Bronfenbrenner’s Bioecological Model is not specifically 
embedded in specific sections of this chapter but is an overarching theme considered in 
the development of this program. Students have many influences during their academic 
year. They have microsystem, mesosystem, exosystem, and macrosystem interactions 
that shape their day and school experience. This theoretical lens should be applied, at all 
times, to the school environment. Students do not live in a bubble where they are only 
affected by one system at a time.  
 Just like the Bioecological Model, the PERMA model is used as an overarching 
theory to guide development of the program. CALM is a health promotion program with 
an anticipated outcome being the increase in overall sense of well-being. Ackerman 
(2019) states that five aspects of PERMA, positive emotion, engagement, relationships, 
meaning, and accomplishment/achievement are “vital for an overall sense of well-being” 
(n.p.). These aspects of positive psychology have a role in how a student can learn and 
therefore ultimately affect symptoms of stress and anxiety. 
 In addition to these theories, the Health Belief Model (HBM) was included as a 
guide to develop the CALM program. The HBM is a community-level theory used to 
guide health promotion programs by predicting behavioral and environmental changes of 
an intervention. The model does this through the use of perceived susceptibility, 




efficacy. The constructs of perceived susceptibility and perceived severity are less likely 
applicable to an elementary school population of students. Students are less likely to 
consider a likelihood of, have concerns about, or perceive a threat of stress and anxiety 
(Skinner et al., 2015). That being said, teachers could have a perceived susceptibility and 
perceived severity on behalf of their students. The combination of perceived 
susceptibility and perceived severity are combined to form the construct of perceived 
threat (Skinner et al., 2015). Perceived threat also applies to teachers and administrators. 
Teachers understand the impact that stress and anxiety have on their students’ 
development as well as their academic performance. Teachers will need to hear the 
statistics about the number of children afflicted with stress and anxiety, as well as the 
research proving that the components of the CALM program will be beneficial, to 
support this program and achieve the goal of decreasing signs and symptoms of stress and 
anxiety. Administrators in the district will be educated on the foundations and use of 
CALM. They will have information to identify whether or not they have a belief that 
there is a likelihood that their students are at risk (perceived susceptibility) and whether 
there is a seriousness of this risk (perceived severity) (Skinner et al., 2015).  Parents will 
receive education on the CALM program and therefore may also be driven to support the 
program due to perceived susceptibility, perceived severity, and perceived threat.    
 Skinner et al. (2015) explain perceived benefits as “beliefs about positive features 
or advantages of a recommended action to reduce threat” (p. 77). The perceived benefits 
of the CALM program for teachers, administrators, and parents will be decreasing the 




Perceived barriers are described by Skinner et al. (2015) as “possible obstacles to taking 
action, which can include negative consequences resulting from an action” (p. 77). These 
perceived barriers may prevent a person from engaging in the behavior (Skinner et al., 
2015). Worries over how to implement CALM in a school day that is already scheduled 
to the minute may be a perceived barrier of administration and teachers. A fear of the 
unknown and a new school program may be a perceived barrier of elementary school 
parents.   
 Cues to action are internal or external triggers that ignite action. Skinner et al. 
(2015) explain an internal action as experiencing a symptom that results in feeling a 
perceived threat. Skinner et al. (2015) describe an external action as an outside influence 
from a friend, doctor, the media, or even trying a free sample of a product.  
 The last construct of this model is self-efficacy. This HBM construct mirrors 
Bandura’s self-efficacy construct, which is the belief that one is capable of doing a task 
asked of them. Self-efficacy along with other constructs of the SCT, HBM and PERMA 
model will be highlighted in the next section where the CALM program is discussed in 
depth. Each component of the program will be introduced including the role of personnel 
as well as the theoretical and research evidence used to develop each component. 
What is CALM? 
CALM—Calm in All Little Minds, is an intervention for students in elementary 
school. This health promotion and wellness program is intended to address the problem 
of symptoms of stress and anxiety observed in elementary students. In a busy school day, 




the rigors of academic tasks. Although public schools in the United States have supports 
such as social workers and school counselors, programs to address social-emotional 
development and mental health are not integrated daily as part of the school 
curriculum. A secondary effect of academic rigor is the decrease, and in some geographic 
regions, elimination of recess and physical activity during the school day. Zavacky and 
Michael (2017) reported that there is a nationally recommended 60 minutes a day of 
physical activity. The Institute of Medicine recommends that 30 of those 60 minutes 
occur during the school day (Turner et al., 2013).  
As a health promotion program, consideration of environmental and behavioral 
determinants of health is paramount to the program’s success. In the creation of a health 
promotion program the identification of behavioral and environmental determinants of 
health is an essential process (Fertman et al., 2017). Changes in both behavior and 
environment support attainment of program objectives (Crosby & Noar, 2011). CALM’s 
behavioral targets for change include negative self-talk, modeling of emotional 
identification, and implementation of the program in a school system. CALM will target 
environmental determinants as well. These will include, but are not limited to, 
administration allowing flexibility with scheduling to implement CALM components and 
modification for the physical components of the program for those that have physical 
disabilities or impairments. 
CALM is a program that will directly serve elementary school students. Staff and 
teachers will engage in two hour-long teaching sessions to learn the details of the 




training sessions will take place in person at DeMello Elementary School and will 
include question and answer sections as well as practice trials of the program 
components. The meetings can be recorded for staff not able to attend and notes will be 
provided for all participants on a shared Google document. A manual provided to 
teachers will detail how each program component rotates within the month. There will be 
four weeks of activities presented and then the weeks will repeat.     
         The direct implementation of the program will be a team approach. In a public 
elementary school, the occupational therapist is not necessarily present five days a 
week. If they are present five days of the week, they are not in one classroom for the 
entire day, every day. Therefore, teaching staff, made up of teachers and 
paraprofessionals, will be the primary team for implementation of the program. When the 
occupational therapist is at the school, he or she will be available to observe and support 
implementation of the program. The use of a Google document and email will be 
available as a vehicle for all staff to post questions, express concerns, or share difficulties 
with the implementation of the intervention in real time, especially when the occupational 
therapist is not working from that location. The administration, including Principal and 
Vice Principal, as well as the school Psychologist and Social Worker will be actively 
involved in the first stages of implementation with regard to planning and embedding the 
CALM program into the school day. They will also be essential players in the support 
and carryover of the intervention during the school year.   
The CALM program is comprised of four components. Emotional identification, 




regulation of emotions, increase self-esteem, and as a result, improve classroom 
participation. These four components were chosen to enhance a school’s current 
curriculum to include mental health supports. These four components will be embedded 
into the school day and into daily existing curriculum. This program gives attention and 
time to emotional awareness through emotional identification, mindfulness, and positive 
self-talk. The concept of being present, along with increased use of positive self-talk, are 
tools that will be modeled for the students as strategies they can use when engaging in a 
practice with which they may not be familiar. The CALM program provides movement 
breaks to the classroom that are rich with vestibular and proprioceptive input, to restore a 
level of physical activity that has been lacking as a result of increased focus on academic 
tasks. Vestibular input activates the vestibular system; one’s sense of moving through 
space. Proprioceptive input activates the proprioceptive system; one’s sense of their joints 
and muscles and how to grade force and direction of movement. Movement will be 
achieved through a variety of activities such as yoga and aerobic exercises that use large 
muscle groups and are rhythmic in nature.   
Each component has a specific purpose for the child and classroom staff. For 
every component there are predisposing factors that are described as each component is 
explained in this chapter. Predisposing factors could be internal characteristics of the 
student such as an excitement to learn, positive self-esteem, or high self-efficacy. There 
were enabling factors that were considered for each of these CALM components. 
Students watching their peers enjoying the CALM activities may stimulate and enable 




CALM program can create a desire in the students to participate as well.  Another 
enabling factor is good attendance in school. With good attendance the students will have 
exposure to the CALM program and therefore its health promotion and wellness 
outcomes.  
Reinforcing factors for the CALM components create a desire to continue 
participation in the staff and the students. For teachers a reinforcing factor will be the 
improved function of their students after participation in the program. Praise from school 
staff when a student is observed to use CALM tools with independence is a reinforcing 
factor for the students. There are different reinforcement programs used in schools such 
as “caught being good” slips and “bucket filler” coins, as students collect these, they are 
able to choose personal or classroom rewards. Students obtaining these reinforcers as a 
result of participation in the CALM program is another reinforcing factor. Praise from the 
Principal or Vice Principal is sought after in elementary school. Accolades from them are 
validating for students. Administration commenting on improved behavior/school 
participation after participating in CALM program can be reinforcing for students to 
continue to participate in the program. With support from home, such as parents 
discussing with their student and embracing the use of CALM, children may view the 
program as a positive part of their day. With this detailed introduction to the development 
of the CALM program, the focus will now shift to explaining each component. Each of 






The Emotional Identification Component 
Content and Implementation 
 This activity takes place four times a day. The classroom will have a poster with a 
list of emotions combined with a picture of an emotion emojis across the top of the chart. 
These emotions include happy, silly, okay, worried, sad, sick, frustrated, mad, and tired. 
A sample of this check-in posture is in Appendix 1. Down the left side of the chart are 
open lines. Each student will have a picture of themselves with a piece of Velcro on the 
back. During each emotional check-in teachers will ask their students to move their 
picture under the emotion they feel at that time. The students will be directed to use this 
emotional check-in poster whenever they wish to express their current emotional state. 
The teachers, paraprofessionals, and support staff working in the classroom will do the 
same. This emotional check-in will occur at specified times of the day which will be 
provided to the teachers in weekly calendars. This component was created with the 
guidance of the theories of SCT, PERMA, and HBM.  
Theoretical Support 
 The emotional identification component is guided by the SCT constructs of 
reinforcement, expectation, observational learning, and self-efficacy. Reinforcements can 
be positive, negative, internally driven, or come from an external source like the 
environment (LaMorte, 2016). Understanding the concept of reinforcement helped to 
structure a program where the students, and the teachers implementing the program, find 
positive reinforcements in their participation. For students, this will most likely be the 




daily participation with that check-in tool.  
This component uses the construct of expectation. Expectations will be present for 
all participants and beneficiaries. Expectations refer to what the person expects will 
happen as a result of a behavior. The teachers will expect the children to gain emotional 
identification through the practice of using the emotional check-in poster daily. The 
children will understand participation in emotional check-in is an expectation of their 
daily routines in class to make their teacher aware of their current emotional state. They 
will come to expect that their teachers are invested in their feelings and will address their 
feelings during the day. 
The SCT construct of observational learning is when a behavior that is witnessed 
or observed is able to be replicated (LaMorte, 2016). Students will use observational 
skills of their peers during the emotional check-in of the CALM program. They will 
watch their peers moving their picture to the emotion they are experiencing at that time. 
They will use these observations to replicate the act of checking-in with their emotions. 
Teachers will also use this learning tool when the OT demonstrates and models to the 
class how to use the emotional check-in poster. 
The construct of self-efficacy is from SCT and the HBM. Self-efficacy refers to a 
person’s confidence in their abilities to complete a task. If a person believes they can do 
something, then they will successfully complete that task. Schunk (2012) wrote, 
“Students typically engage in activities that they believe will result in positive outcomes, 
and avoid actions that they believe may lead to negative outcomes” (p. 109). When 




participation in this task achievable for all. Therefore, the students will believe that they 
can take part successfully in the emotional check-in poster of the CALM program.  
In addition to the self-efficacy construct of the HBM, the constructs of perceived 
susceptibility, perceived severity, perceived threat, perceived benefits, and internal 
triggers also apply to the emotional identification component of the CALM program. In 
the Health Belief Model, the constructs of perceived susceptibility and perceived severity 
are less likely applicable to the elementary students. Students are less likely to consider a 
likelihood, have concerns, or experience a threat of stress and anxiety (Skinner et al., 
2015). This also applies to perceived threat, which is the combination of perceived 
susceptibility and perceived severity (Skinner et al., 2015). That being said, teachers do 
have a perceived susceptibility, perceived severity, and perceived threat on behalf of their 
students. Teachers understand the impact that stress and anxiety, as well as lack of 
emotional awareness, have on their students’ development and academic performance. 
This knowledge may change their behavior as a means of supporting their students. Due 
to their dedication to their students, teachers will consider a program and implement the 
emotional check-in system to provide their students relief of stress and anxiety.   
 Considering the HBM construct of perceived benefits, students can understand 
that certain ways they feel will make it hard to do their work. They can begin to 
understand that participation in the emotional check-in helps them to identify their 
feelings as well as communicate that to their teachers. Working on identification of 
emotions with the check-in poster will help teachers to know how their students are 




emotional identification component information as well as hearing about it from teachers 
and their own student.   
 Perceived barriers will apply to a student if they are anxious to express their 
feelings in a group. They may hesitate to mark their true feelings on the emotional check-
in poster because their peers would know how they are feeling inside. The goal of this 
component is that as adults and other peers model their true feelings, both good and bad, 
and students that are hesitant will begin to fully express themselves as well. Teacher and 
administration perceived barriers may be the stress over balancing the emotional check-in 
times with the demands of their curriculum schedule.   
 The internal cues to action for this CALM component can be as simple as feeling 
an emotion. That internal trigger tells you something is going on and this component 
allows that child to express that trigger. For the teachers, the internal acknowledgement 
of a threat is their knowledge that difficulties with emotional identification and regulation 
affect their students’ academic participation.  
This emotional identification component of CALM also takes guidance from the 
PERMA model. The first letter of the PERMA acronym stands for Positive emotions. 
The PERMA model explains that the experience of positive emotions is part of well-
being and living in the moment (Ackerman, 2019). This emotional identification 
component of CALM is meant to stimulate conversations about emotions resulting in 
problem solving a negative emotion and identifying a resolution.  
Supporting Evidence 




develop the emotional identification component of CALM. Sette et al. (2017) explain that 
in normative emotional labeling development the use of labeling, although infrequent, 
starts around 1.5-2 years of age. Basic emotions such as happy, angry, afraid, and sad 
begin to be used by 2-3-years of age. The authors also state that by 5 years of age, 
children are skilled at identifying emotions through facial expressions. Nelson and 
Russell (2016) also reported identification of surprise, disgust, and pride. Albanese et al. 
(2010) state that the acknowledgement that two people can feel different emotions about 
one incident emerges between 6 and 7 years of age. Between 9 and 11 years of age there 
is an awareness and reflection upon the fact that there can be multiple emotions, even 
contradictory ones, about an event (Albanese et al., 2010). Emotional understanding is 
essential for positive peer relationships as a result of skill in decoding a peer’s emotional 
cue in classrooms (Sette et al., 2017). This is due to an understanding of emotional 
language.   
Srikanth and Sonawat (2012) provide background information in their article to 
the building blocks of emotional language. The authors suggest that to understand the 
language of emotions one must understand Emotional Literacy (EL). There are many 
models of EL, however, each one contains these following skills, the ability to label 
emotions, the ability to manage those emotions, and the understanding others’ emotions 
(Srikanth & Sonawat, 2012). Srikanth and Sonawat (2012) further explain EL as, 
“people’s ability to read and understand emotions to recognize, interpret, and respond 
constructively to their own emotions and the emotions of others” (p. 310). Srikanth and 




ability to learn and their readiness to learn is impacted by emotions. They make a 
profound statement in their article when they suggest that, in the school setting, emotions 
are seen as an impediment to learning (Srikanth & Sonawat, 2012). The emotional 
identification component of CALM is in place to create a conversation about emotions 
and make discussions of emotions a staple of the classroom. It is meant to increase 
conversations and use of emotion labeling in the classroom. Srikanth and Sonawat (2012) 
suggest that with a school-wide approach to EL students may be more likely to 
communicate their needs through language as well as feel more comfortable in 
approaching their teacher to ask for help.  
Erhart et al. (2019) identified difficulties with emotional labeling in children of 
extreme poverty. Their study used a hierarchical logistic model to find that these 
difficulties with labeling emotions for children in extreme poverty were similar to the 
difficulties with labeling of emotions found in children with mood disorders. There are 
many school classrooms that have children living in extreme poverty. The emotional 
identification component of the CALM protocol can assist in increasing conversations of 
emotions as well as labeling of emotions in the four times daily check-ins.   
These studies show the importance of emotional labeling in a social context, such 
as an elementary school. Albanese et al. (2010) found that understanding of emotion 
develops between 3 and 10 which are pre-school and elementary school ages. If for one 
reason or another emotional identification is impaired, CALM provides practice with 
labeling of emotions as well as permission to take important time to focus on emotions 




The Mindfulness Component 
Content and Implementation 
 As discussed in Chapter 2 and Chapter 3, mindfulness and mindfulness-based 
exercises have been shown to decrease signs and symptoms of stress and anxiety in 
children. The goal of mindfulness in the CALM program is to provide a moment of 
stillness in a busy school day. This moment of stillness is meant to practice an awareness 
of the moment through focused listening. Mindfulness minutes will occur three times a 
day and students will be guided by the classroom teacher. This component will utilize 
different activities during engagement in mindful minutes. A Sound Hunt is when the 
students listen to a nature track and sit in stillness for one minute actively listening to all 
the sounds they can detect. Teachers will guide the discussion afterward as well as 
including their findings. A What Do You Hear? minute is where students sit in stillness 
and quiet trying to detect all the sounds they hear around them at school. Teachers will 
also participate and guide the share of what sounds were heard. How Big Can You Go? is 
a bubble task where the students try and blow the biggest bubble with one sustained 
breath. During this time, teachers will provide feedback and support to focus breath and 
attention of the student to the task. Glitter Drop requires a glitter bottle and the students 
watch the glitter swirl to the bottom. Teachers will guide the students during this time, 
supporting those students who need assistance with focus or will be able to demonstrate 
the task themselves for their students. These mindful activities will be numbered and 
provided in weekly calendars for how and when to administer. A weekly sample can be 




school mindfulness is being taught as a unit. Therefore, this previous experience becomes 
a predisposing factor as students’ knowledge of mindfulness activities, from health 
lessons, may make it easier for the student to participate in the CALM mindfulness 
activities. This mindfulness component of the CALM program was created with the 
theoretical guidance of the SCT, HBM, and PERMA model. 
Theoretical Support 
The mindfulness component of CALM is guided by the SCT constructs of 
reinforcement, expectation, and observational learning. Similar to the emotional 
identification component, the concept of reinforcement helped to structure this 
component so the students and the teachers would find positive reinforcements in their 
participation. For students, this will most likely be the praise of their teachers as they see 
them participating in the mindful minutes and using mindfulness techniques throughout 
the school day. The SCT construct of expectation can also be applied to this mindfulness 
component. The teachers will expect the children to gain focus and attention through the 
practice of mindfulness tasks. Through the practice of these mindfulness tasks the 
students will begin to expect these moments in their classroom, as well as anticipate the 
focus and attention these practices will provide. Students will tap into the construct of 
observational learning as they use observational skills of their peers during this 
mindfulness component. Similar to in the emotional identification component, teachers 
will also use this learning tool when the occupational therapist demonstrates and models 
to the class mindfulness techniques and how to implement mindful minutes. 




susceptibility, perceived severity, perceived threat, perceived benefits, and internal 
triggers also apply to the mindfulness component of the CALM program. Teachers, as 
described in the emotional identification component, could have a perceived 
susceptibility, perceived severity, and perceived threat on behalf of their students. As a 
means of supporting their students, to decrease signs and symptoms of stress and anxiety, 
teachers will choose to use the mindfulness activities to provide their students relief of 
stress and anxiety. The HBM construct of perceived benefits can be applied to both 
students and teachers. Students can understand how mindful minutes affect their 
participation and performance at school. This mindfulness practice can assist teachers 
with identifying strategies that help students find a sense of focus and calm. Parents will 
have perceived benefits of the program based on the mindfulness component information 
provided to them. Teacher and administration perceived barriers may be, as seen in the 
emotional component, the stress over balancing all the CALM components with the 
demands of their curriculum schedule.   
The internal cues to action for this CALM component can be the way a student 
feels after a mindful minute. The student will understand the impact of the internal cue of 
distress or lack of focus and understand the impact of the mindful minute. For the 
teachers, the internal acknowledgement of a threat is their knowledge that difficulties 
with emotional regulation and decreased focus affect their students in a variety of 
settings, not just school.  
The PERMA model was also used to guide the creation of this mindfulness 




of the acronym PERMA stands for engagement. Engagement describes being truly 
immersed and present in an act or experience (Ackerman, 2019). This is the foundation 
for the mindfulness component. The purpose of this component is to instill awareness in a 
moment, taking time to engage in only one activity. These activities focus on the students 
increasing their abilities to be present for one minute at a time. Ackerman (2019) states 
that these five aspects of PERMA are “vital for an overall sense of well-being” (n.p.). In 
addition to this theoretical support, these mindfulness exercises were also created from 
evidenced-based research on the topic of mindfulness in children which is discussed in 
the synthesis of evidence in the next section. 
Evidence Support 
Auerbach and Delport (2018) echo other researchers when they report that 
mindfulness boosts the immune system, reduces stress, reduces anxiety levels, improves 
well-being, improves communication, improves creativity, and increases cognitive 
flexibility. Zelazo and Lyons (2012) wrote, “This state of purposeful reflection facilitates 
self-regulation by promoting top-down facets of control (such as sustained attention or 
cognitive flexibility) and diminishing more bottom-up sources of interference (such as 
snap judgements, emotional reactivity, or a chain reaction of distressing thoughts)” (p. 
156). These are aspects that CALM hopes to encourage in all elementary school students 
through the use of this mindfulness practice.   
 Besides benefits of mindfulness, there are studies that provided guidance to this 
program on what type of mindfulness intervention is most suited towards elementary 




of music and sound to facilitate mindfulness. These authors found two prominent themes 
in data analysis of their study, “increased awareness of self and others, as well as the core 
role of listening” (p. 5). Schonert-Reichl et al. (2015) discussed a mindfulness program 
that was provided three times a day for three minutes at a time. This mindfulness program 
focused on breathing and listening to a single tone. Schonert-Reichl et al. (2015) found 
that this program resulted in improved executive functions. Executive functions control 
how we plan, sequence, and execute behavior. The benefits of mindfulness on executive 
functions played a role in why mindfulness was chosen for CALM. Improved function 
and participation in the classroom are overarching goals of the program. These studies, in 
addition to the Janz et al. (2019) article provided detailed examples of mindfulness 
programs trialed in the elementary school population. The mindfulness exercises used in 
these articles helped to guide the activities chosen to implement during CALM mindful 
minutes for elementary school students.   
The Movement Component 
Content and Implementation 
 The movement component of the CALM program is comprised of a variety of 
different movement tasks which occur three times a day. Examples of five of these 
movement activities can be located in Appendix 2 where a week of the CALM program 
is detailed. These movement activities will be numbered and provided to teachers in 
weekly calendars for how and when to administer. These movement activities should not 
require more than two to three feet of space. Discussions with teachers will occur at the 




movement without having to frequently move desks around. The teachers and 
paraprofessionals will be responsible for management and implementation of this 
component with support through consult by the occupational therapist. Elementary school 
health and physical education classes may have a unit on yoga or discuss movements that 
encourage cardiovascular health. This previous knowledge and experience are 
predisposing factors as the students may be more proficient in the motor plan, as well as 
be able to complete the task with safety as they have already been instructed in proper 
execution of the movement. The theoretical support for development of this movement 
component is based in the SCT, HBM, and PERMA model. 
Theoretical Support 
The movement component of CALM, like the emotional identification component 
and mindfulness component, is guided by the SCT constructs of reinforcement, 
expectation, and observational learning. The concept of reinforcement helped to structure 
this component so the students and the teachers would find positive reinforcements in 
their participation. The reinforcements for movement may occur in praise of their 
teachers as they see them participating in the movement activities as well as their own 
physical state after engaging in a movement task. For the SCT construct of expectation, 
the teachers will expect the children to be able to focus on their academic tasks after a 
movement task. The students will begin to expect these moments in their classroom as 
well as anticipate the focus and attention these movements will provide. Students 
exercise observational learning while watching their peers perform a movement break. 




construct when the OT demonstrates and models to the class these movement activities. 
The concept of self-efficacy is from SCT and the HBM. When creating the 
movement component of the program it was essential to make participation in this task 
achievable for all. We have children of varying degrees of physical abilities and therefore 
the tasks must be able to be modified so all can participate. This will occur via 
consultation of the occupational therapist to the classroom. If there is a specific student 
that cannot perform a task, the activity will be reworked and recreated so that all students 
are engaged in the same activity as one another. Therefore, the students will believe that 
they can take part successfully in the movement activities of the CALM program.  
The HBM constructs of perceived susceptibility, perceived severity, perceived 
threat, perceived benefits, and external and internal triggers also apply to this CALM 
component. Teachers, as described in components prior, could have a perceived 
susceptibility, perceived severity, and perceived threat on behalf of their students. To 
decrease signs and symptoms of stress and anxiety, teachers will choose to engage in the 
movement components of the CALM program that will provide movement activities to 
improve daily academic performance. The HBM construct of perceived benefits can be 
applied to both students and teachers. Students can understand how movement affects 
their participation and performance at school. The movement tasks help the teachers to 
direct fidgeting behaviors or lack of focus to the movement task and then use the benefits 
of the movement for academic engagement. Parents will have perceived benefits of the 
program based on the movement component information handouts they were sent. As 




balancing all the CALM components with the demands of their curriculum schedule.   
The internal cues to action for the movement component can be the way a 
student’s body feels and their need to move. The student will understand the impact of 
their body’s desire to move and understand the impact of the movement. For the teachers 
the internal acknowledgement of a threat is their knowledge that difficulties with lack of 
movement opportunities impact their students’ ability to complete academic tasks. The 
external cues to action can be from health lessons, media, or listening to parents discuss 
the importance of movement for health reasons.  
The PERMA model was also used to shape the movement component. The goal 
was to create an effective and fun movement break for students. This movement 
component was guided by the positive emotions and engagement aspects of the PERMA 
acronym; letters P and E. The movement break should result in students engaged for 
those minutes of time, immersed and present in the active movement they are performing. 
The goal of the movement break is to provide a positive emotion after moving their body 
for a set amount of time. In addition to this theoretical support, these examples of 
movement exercises were also created from evidenced-based research on the topic of 
movement in children as detailed in the section that follows. 
Evidence Support 
Practicing pediatric occupational therapists use movement in therapy sessions for 
a variety of reasons. I have found, through experience, that children not only enjoy the 
experience to move, but will often perform better on seated tasks after the chance to 




times as well as students’ access to physical education classes have reduced (Wiebelhaus 
& Hanson, 2016). With these changes, there is now more time engaged in instructional 
lessons. There are teachers who embrace movement in their class. There are schools that 
have implemented flexible seating in all of their classrooms. Conversely, there are also 
teachers and schools that believe if a child is not sitting with their feet on the floor, not 
moving, that they are not paying attention. The addition of a movement section for 
CALM was to guarantee not only more movement for the students in the classroom, but 
also to provide teachers with research-based explanations for the benefits of movement in 
learning.   
 Wiebelhaus and Hanson (2016) state that higher cognitive demands result in 
children moving or fidgeting more. Implementing movement breaks into the school day 
can provide children with the movement their bodies need as they engage in mental 
academic tasks. The authors suggest that movement also can be helpful with regulation of 
emotions in the classroom. Wiebelhaus and Hanson (2016) described a study that found 
that mean percentages of inappropriate behaviors on days with no recess were worse than 
on days with recess; a change from 70% to 35%. This also supports the need for more 
physical input throughout the day, especially considering that recess is not always 
feasible due to weather, and public-school districts do not plan to increase recess time. 
Wiebelhaus and Hanson (2016) also cited a study showing that short movement breaks 
provided to students actually improved on-task behavior for all students, those in both the 
control and intervention group. As we know that movement is beneficial, the direction 




 The use of rhythm in movement was supported by Williams (2018) as she wrote, 
“children who struggle to find the beat in group music times are often the same children 
who also have trouble maintaining attention in other tasks of the program” (p. 89).  
Williams (2018) also shared that executive function, self-regulation, and attention is 
improved with demonstrated rhythmic timing. This research supports one of the 
movement tasks for students to involve stomping and clapping in rhythmic patterns. 
Overall, this evidenced-based research supports the inclusion of movement as a modality 
in the CALM program.  
The Self-Talk Component 
Content and Implementation 
 The positive self-talk component of the CALM program is meant to modify the 
frequency of negative self-talk in the classroom by facilitating statements of positive self-
talk. The program proposes focusing on one positive self-statement per week. That 
positive self-statement will be reviewed by the teacher with students on the first day of 
the week. For example, for week one, as seen in Appendix 2, the positive self-statement 
is, “I will try again”. This statement will be modeled for the children throughout the day 
by teachers experiencing a time where they need to say, “I will try again”, as well as 
modeling for students the use of that phrase if they are heard using negative self-
statement. These positive self-statements will change weekly and will be provided to 
teachers in their weekly calendars with the statement of the week and how to administer. 






The self-talk component of CALM, like all the other components, is guided by the 
SCT constructs of reinforcement, expectation, and observational learning. Reinforcement 
for the use of positive self-talk will occur in praise from teachers as they see their 
students using positive self-statements during the day. For the SCT construct of 
expectation, the teachers will expect that they will hear children use negative self-talk 
during the day. However, they will also expect that with redirection and reinforcement 
the students will begin to use more positive self-talk. The students will begin to expect 
their negative self-talk to be redirected to the use of positive self-statements. Students 
will experience observational learning while watching their peers and teachers use 
positive self-statements or be redirected to use positive self-talk. 
Self-efficacy is a construct of SCT and the HBM. This self-talk component was 
created to address this construct specifically. The redirection of a negative self-statement 
to a positive self-statement was to increase the belief of the student that they are capable 
of performing a task. The increased use of positive self-statements daily is hypothesized 
to increase a student’s self-efficacy and self-esteem. 
The HBM construct of perceived susceptibility, perceived severity, perceived 
threat, and perceived benefits also applies to this CALM component. Teachers, as 
described in components prior, could have a perceived susceptibility, perceived severity, 
and perceived threat on behalf of their students. The use of negative self-talk is a red flag 
for teachers. They will begin to engage that student in more positive self-statements as 




The HBM construct of perceived benefits can be applied to both students and teachers. 
Students can understand how positive self-talk changes their beliefs of their abilities as 
well as their participation and performance at school. The focus on positive self-
statements will benefit teachers by creating a positive classroom environment. As with 
the other CALM components, the perceived barriers for teachers may be the stress over 
balancing all the CALM components with the demands of their curriculum schedule.   
The PERMA model was also used to develop this self-talk component of the 
CALM program. The P for positive emotions is employed here as the experience of 
positive emotions is part of the journey to well-being. The positive self-statements are 
doing just that, inserting a rephrasing of a negative statement to a positive statement to 
eliminate the use of negative emotions directed to oneself. The A of the acronym 
PERMA is for accomplishment or achievement. Accomplishment or achievement allows 
us to succeed and therefore stimulates us to thrive, create more goals, and better ourselves 
(Ackerman, 2019). Positive self-talk statements, such as “I can try again”, reframe the 
mindset of something being too hard to something that can be practiced and eventually 
attained. These theories and models have framed the creation of this self-talk component 
and was developed with support from research evidence. 
Evidence Support 
Self-talk is common to observe in young children. Self-talk can go by many 
names: inner speech, talking out-loud, covert speech, and internal dialogue to name a few 
(Xiang et al., 2019). Vygotsky posited that self-talk, which he termed private speech, is a 




self-regulation (Sawyer, 2017). Lee et al. (2014) found in their study of eight 8–9-year-
old children that the self-talk these students used was self-regulatory. These self-
regulatory self-talk features were for persevering, focusing, self-managing, strategizing, 
and self-correcting. Vygotsky found that audible self-talk is prevalent in pre-school years 
and becomes more internalized between 5 and 6 years of age (Xiang et al., 2019; Sawyer, 
2017). By the ages of 7–10 overt self-talk disappears (Lee & McDonough, 2015). Lee 
(2011) found in his study that despite internalization, self-talk is used by 7–8-year-old 
children during cognitive and socio-emotional demands. In some grades of elementary 
school negative self-talk may not be observed because it is more internalized by that age.   
I have observed, in classes, many children using negative self-talk. Sometimes it 
is quiet, in words between friends. Sometimes it is loud; screamed for all to hear. 
Sometimes it is in confidence; confessed to the paraprofessional in the classroom. What it 
is, in all these situations, is damaging to the self-efficacy of the child speaking that 
negativity towards themselves. Rudy et al. (2013) suggests that these negative statements 
influence the belief one has regarding their participation or ability in a given situation; 
also known as one’s self-efficacy. The descriptive statistics of the Rudy et al. (2013) 
study showed that increased negative self-talk results in decreased social self-efficacy. 
The implementation of positive self-talk practice and instruction will increase the practice 
and exposure to shifting language from negative to positive when challenged in a task.   
McGonigle-Chalmers et al. (2014) state that goal-directed tasks are positively 
affected by talking to oneself from the age of four through adulthood. Lee and 




during tasks that require self-regulation. This is another reason that discussions and 
attention to self-talk in elementary school students can be important. If the training for 
elementary school students surrounds identification and implementation of positive self-
talk when working through challenging tasks, the goal of this practice is that they will 
actually utilize positive self-talk independently. Providing children with introduction and 
modeling of positive self-talk phrases gives them a script to use when encountering 
difficult tasks. CALM provides these introductions and models in its program as its 
purpose is to decrease signs and symptoms of stress and anxiety in elementary school 
students. These aspects of self-talk, along with the information from the Thomaes et al. 
(2019) article, were considered when developing this component.  
Thomaes et al. (2019) researched the difference for children when using ability 
self-talk versus effort self-talk. Thomaes et al. (2019) define ability self-talk as “self-
statements that validate one’s competence” (p. 6) and effort self-talk as “self-statements 
that encourage investment or hard work” (p. 6). These authors found that the use of effort 
self-talk resulted in improved math performance. “By engaging in effort self-talk, 
children shift their attention away from their perceived (lack of) ability- a quality that is 
beyond their control- toward a quality that they can control: investing effort” (Thomaes et 
al., 2019). As can be seen in the Appendix 2, the first week’s positive self-statement is “I 
can try again”, implementing this effort self-talk strategies into the CALM program. 
While understanding types of positive self-talk it is also important to understand why 
negative self-talk may occur.   




increased anxiety. Castagna et al. (2019) confirmed this statement in their study of 159 
children aged 7–16 years. The authors found that the relationship between social anxiety 
and depressive symptomatology was mediated by negative self-talk. Working memory 
was a moderator in the relationship between negative self-statements and depression, but 
not between anxiety and negative self-statements. This information is essential in 
understanding the impact of negative self-talk in our students. These studies and their 
findings guided how the self-talk component of the CALM program was developed and 
why addition of this component may facilitate decreasing signs and symptoms of stress 
and anxiety. The implementation of these components is what drives the outcome 
objectives of the CALM program.    
CALM Objectives 
• After participation in CALM program for three months, students will demonstrate 
improved scores on measures of stress and anxiety evidenced by scoring in the average 
range on post-assessments.   
• Students will be able to identify their emotional state and discuss that feeling when 
asked by teacher in 80% of opportunities presented.   
• Students will demonstrate positive self-talk when struggling with an academic 
assignment 80% of the time as observed by therapist/teacher.   
• After participation in movement break, students will complete an assignment without 
redirection 80% of the time. 
Barriers and challenges 




implementation of the CALM program. One challenge is the possibility of the student or 
teacher being absent during the presentation of a new component. There could be fire 
drills or assemblies that impact the time of day in which components of the program are 
implemented. In a school system it is not uncommon for unforeseen events to impact 
schedules. It is essential to consult with the teacher to support them in how to continue to 
provide CALM components regardless of a schedule change.  
There is also a concern that teachers and paraprofessionals will not buy into the 
program. The success of CALM as a program is reliant on teachers and paraprofessionals 
wanting to apply the program. It is reliant on teachers and paraprofessionals believing 
and being inspired by the program and implementing the program components.  
One hurdle in the implementation of this program is making time in the daily 
classroom schedule for the program. Schools schedules are planned down to the minute. 
This is not only a building-based directive but a state statute for common core minutes 
that need to be met. This may take creative planning on the part of the administration and 
teachers to facilitate component implementation. 
The cost to fund the program would be a concern for many municipalities and 
school districts. In the case of CALM, the current staffing will be used for 
implementation and therefore no further cost for personnel should occur. Regarding the 
cost of materials, the emotional check-in poster and the Velcro needed for this tool must 
be covered, but all other training modules could be provided via an online method and 
therefore limit spending on printed materials.  




intervention in schools. Brown (2020) and Smith et al. (2020) report parents are 
concerned that yoga practice imposes religion practices that are unlike the ones they 
practice at home. This situation occurred in 2016, in Massachusetts, where a family 
alleged that the mindfulness program they were using in the district promoted Buddhism 
(Brown, 2020). Brown (2020) states that there is an ethical obligation to provide accurate 
and complete information about a program so that families can decide for themselves if it 
aligns with their beliefs. Brown (2020) also stresses the importance of informed consent, 
understanding differences in culture, and the pressure it puts on children to conform to a 
school program and believe in the school’s beliefs. She suggests cultivating voluntarism 
and avoiding anything that may be considered religious symbolism, mantras, or guided 
meditation.  
Conclusion: CALM as a program  
 CALM was created to fill the need for a mental health curriculum embedded into 
the school day. The components of this program are based in research that describes these 
tools as ones that have been shown to decrease signs and symptoms of stress and anxiety 
in children and adolescents. This program acknowledges the influence of behavioral and 
environmental determinants and predisposing, enabling, and reinforcing factors of health. 
The theories utilized in development of the CALM program are Social Cognitive Theory, 
Bronfenbrenner’s Bioecological Model, the PERMA model, and the Behavioral Health 
Model. This theory base explains how the adults and children that interact with CALM 
will show health behavior change as well as how they will learn.    




administrators, and their families. The implementation of the program will be facilitated 
by classroom teachers and paraprofessionals, with consultation from an occupational 
therapist. Each day, the students will be led through activities to focus on emotional 
identification, mindfulness, movement breaks, and positive self-talk. These components 
are supported by theoretical and evidence-based research. This program is meant to 
decrease the signs and symptoms of stress and anxiety in elementary school students. The 





CHAPTER FIVE – Evaluation Plan 
Introduction 
Stress and anxiety are felt by children. The American Psychological Association’s 
(APA) 2010 Stress in America survey reports, “One in five children worry a lot or a great 
deal about things in their lives” (p. 9). Smith et al. (2020) state that there are significant 
negative impacts on learning when a child experiences stress and anxiety. Per Centers for 
Disease Control and Prevention (2019), “7.1% of children aged 3-17 years 
(approximately 4.4 million) have diagnosed anxiety” (para. 3). This prevalence of stress 
and anxiety in children sparked the creation of a health and promotion program to 
decrease signs and symptoms of stress and anxiety in elementary school children. 
 CALM—Calm in All Little Minds, is an intervention for students in elementary 
school. The program is embedded into the school day and consists of four components. 
Emotional identification, mindfulness, movement, and positive self-talk will be used to 
improve regulation of emotions, increase self-esteem, and as a result improve classroom 
participation. The emotional identification component of the program allows children to 
identify and communicate their emotional state during the day. The mindfulness 
component brings moments of stillness and focus to the student. The CALM program 
provides movement breaks to the classroom that are rich with vestibular and 
proprioceptive input, restoring a level of physical activity that has been lacking as a result 
of increased focus on academic tasks. CALM’s positive self-talk component strives to 
decrease the number of negative self-statements that occur in a classroom setting. The 




 This chapter presents the plan for the evaluation of the CALM program. It will 
provide the vision of the evaluation, a logic model, and discuss how to engage 
stakeholders. It will also explain the research design and the dissemination of the 
findings. 
Program Scenario and Stakeholders 
 Elementary school students will be directly served by this program. A pilot study 
will be trialed with first-grade classrooms for program evaluation research data 
collection. Following data analysis, if positive findings are revealed, it will then be 
expanded to grades two through five. Secondary beneficiaries of the CALM intervention 
are teachers, parents, and caregivers, who will find that the children they care for or teach 
are more regulated and less stressed. Figure 5.1 introduces a case scenario representative 
of teachers who might benefit from the CALM program.   
Figure 5.1.  
A case scenario demonstrating the justification for the proposed program. 
First grade teacher Mrs. S. and special education teacher Mrs. M., who co-teach an 
inclusion classroom, express their concern for some of the students in their class. They 
know that they are doing their best to educate each child at their optimal level while 
managing the standards of first grade core curriculum. In the process, they are noticing 
the symptoms of stress and anxiety in many of their students. Behaviors they observe 
include avoidant behaviors, self-stimulation, tears, worried faces, frequent questions, 




students come in from recess emotionally charged from social events that occurred out 
on the playground and that students do not always express emotions other than happy or 
angry. They see children moving in their seats, fidgeting during circle time, and in some 
instances falling off their chairs. 
 
When asking a team of individuals to complete a task, it is essential for them to 
deliver and implement the intervention as intended, so that they understand the 
importance and research behind the intervention. For the teaching staff at DeMello 
Elementary school, anything that will help their students experience less stress and 
difficulty is something they will try, and they will give their best. The program will be 
comprised of two hour-long teaching sessions for the staff and teachers to learn the 
details of the design and implementation of the CALM intervention. These sessions will 
take place in person at DeMello Elementary School and will include question and answer 
sections as well as practice trials of the program components. The meeting can be 
recorded for staff not able to attend, and minutes will be provided for all participants on a 
shared Google document.   
 The direct implementation of the program will be a team approach. In this 
elementary school, the occupational therapist is present only three days a 
week. Therefore, teaching staff, made up of teachers and paraprofessionals, will be the 
primary team for implementation of the program. When the occupational therapist is at 
the school, he or she will be available to observe and support implementation. The use of 




express concerns, or share difficulties with the implementation of the intervention in real 
time, especially when the occupational therapist is not working from that location. As the 
occupational therapist will not be present full-time, this program will be delivered by 
teachers and paraprofessional staff daily with support from OT when in the building. The 
administration, Principal and Vice Principal, as well as the School Psychologist and 
Social Worker, will be actively involved in the first stages of implementation with regard 
to planning and meshing the CALM program into the school day. They will also be 
essential players in the support and carryover of the intervention during the school year.   
 Intervention techniques will be delivered multiple times a day in the student’s 
primary classroom.  They will be designed to blend into the schedule and routines of the 
school day, as coordinated by administration, teachers, and occupational therapist. The 
program’s manual will be provided to staff, either printed or online, with a schedule to 
follow and specific activities to present. This manual will include four weeks of 
scheduled activities, which will then be repeated each month.   
 The stakeholders that may be most invested in the intervention are: the teachers of 
the elementary school, the Principal and Vice Principal, students, other occupational 
therapists in the district, the Director of Special Education, the curriculum coordinator for 
the district, the Assistant Superintendent and Superintendent, the Parent Teacher 
Organization (PTO), administration of the two other elementary schools in the district, 
and the teachers of the other elementary schools in the district. This program will be 
launched on a small scale first and initial meetings will be intended for the first-grade 




evaluation research would most likely be a better fit for grades 4-5; however, there may 
be younger children that are capable and interested in helping to provide feedback for the 
program.  
Vision for the Program Evaluation Research 
 The vision for implementation of this program begins with success of the pilot in 
the first-grade classrooms at DeMello Elementary School. There are four classrooms 
consisting of 24, 23, 22 and 20 children respectively, for a total of 89 children, with four 
teachers (one for each classroom), four paraprofessionals (one for each classroom), and 
one special education teacher in the inclusion classroom for the first grade at DeMello 
Elementary. My vision, at the micro level, is improved emotional identification and 
awareness, coping skills, self-efficacy, demonstrated advocacy for their needs, attention 
towards academic tasks, and regulation of emotions for this pilot group. At one-month 
post intervention implementation, at the micro level, teachers are envisioned as using the 
program fluidly, on a daily basis, as directed. OT consultation to these four classrooms 
will also be in place and used weekly, if not more often, and classroom teachers, 
paraprofessionals, and the occupational therapist will be gathering research data through 
formal observations and checklists.   
 At the meso-level, the vision is for the Principal, Vice-Principal, and 
Superintendent to support the use of CALM in all grade levels and in all district 
elementary schools. The plan, after a successful first-grade implementation, is the 
expansion of the program to include grades second through fifth at DeMello, and possibly 




grades one through five will also demonstrate the same outcomes as the pilot study.  
 Publication of this research study, and the reporting of CALM as a tool that any 
school, occupational therapist, clinician, or parent can use, will bring greater recognition 
to the role of occupational therapists in program development. This macro-level 
achievement can be paralleled with implementation of the CALM program in other 
schools in Massachusetts or across the United States.   
Stakeholders 
 There are many stakeholders, as mentioned previously in this chapter, that will be 
invested in this intervention. At the time of initial program launch, key stakeholders for 
program development will be the Principal, the Vice-principal, first grade teachers and 
paraprofessionals, students, parents, school social worker, and psychologist. The latter 
two professionals are essential players, as their primary roles are to address the social-
emotional support of the students; therefore, their input and expertise is paramount to this 
program’s success in the school. 
 Education and communication of respect are essential persuasive tools for 
engaging stakeholders and for promoting buy-in and cooperation with the program 
evaluation research plan. The administrators and teaching staff of DeMello School, who 
are dedicated to the social-emotional well-being and development of their students, will 
respond positively to being informed about the research supporting the creation of this 
project, the current evidence base, and the need for this program. In-person meetings will 
allow for individualized discussions about personal concerns, such as finding the minutes 




intervention, negotiation of staff responsibilities based on talents and passions, and 
ensuring successful implementation with first graders. Availability of shared folders in 
Google Docs will provide continuous access to meeting minutes and other essential 
information.  
Parents are also an essential part of this team. Enlisting their consent for their 
children to participate will be essential to gaining their cooperation as the research 
commences. Important steps that will be taken include ensuring that information sent to 
the home is provided in language that is clear and easy to understand, communicating 
that the intent of the program is to support their child’s social-emotional development, 
and alleviating concerns about confidentiality. 
Overview of Logic Model 
Figure 5.2 provides a simplified logic model that will be shared with program 
stakeholders. This logic model depicts the resources and components of the research 
project, as well as anticipated long-term and short-term outcomes associated with 
implementation of this program. Short-term outcomes will be measured during initial 
program launch. Though it has been carefully prepared to ensure accuracy, the outputs 
and outcomes as described might be updated following program launch to reflect the 





Figure 5.2  
Simplified logic model  
 
Engaging Stakeholders 
 The primary stakeholders, teachers and paraprofessionals in the first-grade 
classrooms at DeMello school, routinely hold weekly common planning and two after 
school meetings per month. I can take advantage of these meetings, as part of the 
confirmatory process, to begin conversations about the launch of CALM and its 
accompanying program evaluation research. The objective of this confirmatory process 
will be to ensure that the logistics will be optimal to support project success. Prior to the 
initial meeting, relevant research used in developing the CALM program, as well as the 
overall vision of the program, will be shared on Google Docs. This will allow the 




to ask.   
The primary aim of the first meeting will be teambuilding and consensus. The 
initial meeting will begin explaining that the inclusive first-grade classroom was selected 
so that the responses of children with and without disabilities can be monitored. 
Information will be provided about the components of the intervention that will be trialed 
in this classroom, including emotional check-in, mindful minutes, specific movement 
activities, and positive self-talk statements that will be tested to determine their suitability 
for, and their effect on, this age group. Details of the program evaluation research design 
and methodology will be presented and discussed during this initial team meeting.  
Meeting attendees will be invited to share their thoughts and provide suggestions 
regarding the most practical approaches to implementing both the intervention and 
research. Discussions with the classroom staff will surround specific feedback about how 
often the mindful minutes can be ideally included in the classroom setting, the optimal 
content and teaching approach, the most effective movement options for the classroom, 
and student responses to the use of positive self-talk. The Principal, Vice Principal, 
school psychologist, and social worker, who will be specifically invited to attend, will be 
asked for their feedback regarding scheduling and the research design. Attendee 
questions will be answered in a way that is validating and communicates respect. 
Discussion will continue until concerns and problems have been ironed out and 
consensus achieved. The aim of the follow-up meetings, attended by the implementation 
team of teachers and paraprofessionals, will be to provide hands-on training and to work 




CALM program components of emotional check in, mindful minutes, movement 
breaks, and positive self-talk statements will be trialed in the first-grade inclusion 
classroom. This will allow staff to explore component materials in depth and assess if 
improvements are needed. These components will not be compromised when used for the 
pilot study for the incoming first-grade class. During this time, I will be in discussions 
with the school district to assure the necessary steps have been taken in accordance with 
the public school’s position on research gathering. This approval is essential to be able to 
collect data with a pilot study of CALM. With approval the program evaluation research 
will begin in all four first-grade classrooms.  
Program Evaluation Research Questions by Stakeholder Group 
 The CALM program was conceived and designed based on recognized problems 
with elementary school classrooms. During the confirmatory process, representatives of 
stakeholder groups will be asked for input regarding the questions they would like to be 
addressed by the program evaluation research findings. The author has listed anticipated 
research questions, categorized according to whether a quantitative or qualitative of 
quantitative methodology will provide the best answer, in Table 5.1. These are types of 
research questions that might be asked by users of the program evaluation data that could 





Table 5.1.  
Program evaluation research questions by stakeholder group 
Stakeholder or 
Stakeholder Group 





• Is this going to help me in school? 
• Is the intervention relevant to me? 
• Was the information provided easy to understand? 
• Was the first team meeting useful? 
• Was the program content and activities easy to use? 
• Did they think of the scheduling of activities of the 
program with the demands of teaching during the day? 
• Was the program duration adequate? 
• What aspects of the program were useful? 
• What aspects of the program were not useful? 
• How might they compare this program to the Second Step 
program in use currently? 
• Is there anything they would change about the program? 
• Were there problems with the implementation process or 
data collection process? 
• Did parents express concerns about the content of the 
program? 
Quantitative: 
• Did students improve emotional awareness? 
• Did students gain coping skills through participation in 
this intervention? 
• Did students demonstrate decreased symptoms of stress 
and anxiety through participation in this intervention? 
• Did staff implement the program as was intended? 
• Did parents express carryover effect of the intervention 






• What goals of the school department does the program 
meet? 
• Did the content of the program meet the social-emotional 
goals of the school department? 
• Did the program content align with student and faculty 
needs? 
• Did recipients of the intervention, teachers, and family 
members report a favorable experience during 
participation in the intervention? 




• Did this program supplement or conflict with the Second 
Step weekly program already in effect? 
• Was the intervention worth the time and effort of staff? 
Quantitative: 
• Will the research data show that the intervention led to 
decreased symptoms of stress and anxiety in students? 
• Can the research data be used to demonstrate the need for 
social-emotional daily curriculum embedded into the 
school day? 
• Has the program positively impacted teacher and student 
interactions and relationships? 





Director, Head of 
Curriculum, 







• What goals of the school department does the program 
meet? 
• Did the content of the program meet the social-emotional 
goals of the school department? 
• Did the program content align with student and faculty 
needs? 
• Did recipients of the intervention, teachers, and family 
members report a favorable experience during 
participation in the intervention? 
• Were any problems or issues reported? 
• Was the intervention worth the time and effort of staff? 
• Will the project increase awareness of developments in 
the field? 
Quantitative: 
• Can the research data be used to initiate change in school 
department policy to have a more comprehensive social-
emotional program that intertwine into the curriculum 
already in place? 
• Will the research data demonstrate the importance of the 
role of OT for providing services relevant to the project? 
• Will the research data show that the intervention led to 
decreased symptoms of stress and anxiety in students? 
• What is the cost of running the program? 
 
Program Evaluation Research Design 
 
 The program evaluation research for CALM will use both formative and 
summative designs, which is often termed a mixed-methods design. This means that both 




process methodology will be qualitative and directed to the independent variable, which 
is the intervention. The summative or outcome methodology will be quantitative, and 
measurement data will provide descriptive information as well as analysis of the degree 
of change that takes place as the result of the intervention. 
Methods 
There will be approximately 89 first graders available as research participants in 
the pilot launch of the program at DeMello Elementary School. The inclusion criterion 
will be first grade student at DeMello School with parental consent. Exclusion criteria 
will be lack of parent consent and entry into the first grade at DeMello after initiation of 
the program. This exclusion will be for the study only; any student will be able to take 
part in the CALM components in their classroom when they enter into the district. 
Recruitment for participation will be via an informed consent letter mailed to the parent 
or guardian, which will provide information that is easy to understand. As confidentiality 
is essential for data collection, the plan is to assign a code designation for each participant 
that will be used throughout data collection and analysis. This code will be managed by 
myself and stored on the school department server, secured by passcode.   
Formative or process research data gathering  
The methods for collecting qualitative data for the formative design will be via 
open-ended, short-answer, or rating survey questions completed by students, parents, and 
teachers at the start of the school year and following completion of the CALM 
intervention. Surveys will be presented using an online Qualtrics or Survey Monkey 




descriptive data will be retrieved from the initial surveys as well as from school records. 
Questions asked of both parents and teachers before and after the program will address 
general observations of stress and anxiety and whether these are connected with 
engagement in schoolwork or homework, either at home or in the classroom. Survey 
questions for teachers will also include general observation of the students' level of 
attention in the classroom and behaviors indicating mood, self-talk, and general class 
participation.   
 The post-intervention surveys directed to the parents, teachers and students will 
include questions about experiences with the intervention. Students and teachers will rate 
each component, including emotional check-in, mindful minutes, movement breaks, and 
positive self-talk statements. Students will rate using a short answer form to identify the 
names of the picture of emotions shown on the paper; teachers will rate on a 1-to-10 scale 
and will also be invited to add specific comments on what aspects of the program worked 
best, worked least, and should be changed. Parents will be asked to rate the program as a 
whole on a 1-to-10 scale and will also be invited to add specific comments through open 
ended questions. 
Formative or process data management and analysis  
The use of the NVivo software would be a preferred qualitative method to 
identify themes in the survey responses. On occasions where time and resources are 
limited, the use of technology is helpful to code responses and identify themes. Excel can 
also be used to keep track of themes that are identified and record frequency of 




identify themes, and then the qualitative analyses of the three will be compared.  
Summative or outcome research variables and measurement  
A quasi-experimental single group pretest and posttest design will be used to 
determine the degree of improvement in the dependent variables of emotional 
identification and awareness, coping skills, self-efficacy, demonstration of ability to 
advocate for their needs, attention towards academic tasks, and improved regulation of 
emotions. The methods for collecting quantitative outcome data will be through 
formalized assessments, rating scales, and trained observer ratings.  
Students will complete an emotion identification quiz, which will be a paper-and-
pencil task in pretest, halfway through the intervention program, and posttest timelines. 
To assess change in students’ emotional identification and awareness, the quiz will be 
developed by program facilitators. It will have pictures of faces showing various 
emotions on one side of the paper and emotion labels on the other. The children will be 
asked to match the emotion to the face by drawing a line, and scoring will be based on 
total correct responses. Depending on the reading level of the child, or accommodation 
listed as part of an Individualized Education Plan (IEP), the occupational therapist may 
support the student through the quiz.   
Trained observers will complete checklists for each child, which will be used for 
recording signs of stress and anxiety in the classroom. This type of method is useful for 
comparing observations from bystanders, who do not know the children, with ratings by 
the teachers and parents that see the students daily. The purpose of this approach to data 




school day at both pre-intervention and post-intervention timelines. 
The American Psychological Association (n.d.) explains that signs of stress in 
children and teens may manifest in negative changes of behavior. The APA (n.d.) listed 
these negative changes in behavior: irritability, moodiness, withdrawing from activities, 
stating worries, complaining often, crying, expressing fears that may seem out of the 
ordinary, clinging to a trusted adult, excessive or not enough sleep, and excessive eating 
or not eating enough. The APA (n.d.) also cautioned caregivers that stress may manifest 
in children and teenagers as feeling sick. Washington (2009) discussed that hyperactivity, 
aggression, lying, defying authority, bullying, difficulties concentrating, and bed wetting 
are also signs of childhood stress.  
The trained observers will provide data in the form of tallies on a checklist that 
will include these behaviors along with participation in class. Each observer will be asked 
to make a tally mark on the paper if they observe any of the listed behaviors or actions by 
the designated student during the hour-long observation. There will be a specified 
duration for each student, where observation will take place. Due to the nature of the 
program, and how it is distributed across a whole school day, video recordings will not be 
accessible to increase reliability. However, having two or more observers will still 
provide an indication of inter-rater reliability. These observers will be comprised of 
occupational therapy students who will volunteer their time. The Dartmouth Public 
School system has multiple contracts with different schools that can be accessed to 
recruit occupational therapy students to perform the observation as part of their course 




 The Revised Children’s Manifest Anxiety Scale, Second Edition, will be used as a 
comprehensive standardized assessment. This assessment can be administered to children 
aged six to nineteen. It will be applicable for use with the study population, as well as 
throughout the district, at all levels except pre-school and those kindergarteners that are 
not yet six years old. This assessment will be administered both pre- and post-
intervention to measure change in symptoms of anxiety and stress.   
Prior to the beginning of the CALM program and at completion, surveys will be 
administered to parents and teachers. These surveys will include a series of questions, 
with a 1-to-10 rating scale, of levels of the perceived emotional awareness of each 
student, his or her coping skills, self-efficacy, regulation of emotions, and attention 
towards academic tasks. These quantitative surveys for parents and teachers will be 
provided at pre- and post-intervention timelines, on either Survey Monkey or Qualtrics, 
to assess whether students have demonstrated symptoms of stress and anxiety throughout 
the school day. The questions will include aspects of stress and anxiety that have been 
identified by research.   
The students will also receive a more simplified survey, where they are asked to 
respond to each item with the number 1 for yes and the number 2 for no. This survey will 
mimic the quantitative rating scale given to the parents and teachers. Language will be 
modified from the questions presented to parents and teachers to ensure it fits the reading 
and developmental levels of the students.  
Summative or outcome data management and analysis   




data for each of the classrooms to allow comparison. This summative data will be entered 
into a computer program for data storage as well as for analysis of means and standard 
deviations of the data. The use of the SPSS analysis program for higher-level analysis 
will be used if accessible. If not, Microsoft Excel will be used for storage of data and data 
analysis. This descriptive data will be used to conduct inferential statistical analysis to 
identify the extent of change in the dependent variables from before implementation of 
the CALM program to after participation. The computer program chosen will allow the 
author to use analysis of variance (ANOVA). The use of a one way repeat measures 
ANOVA will determine if the results gathered from the summative measurements were 
significant. The data from more than 80 students will be valuable for establishing 
statistical change, generating publishable findings, and supporting change at micro, meso, 
and macro levels. The support of a statistical expert to assist with data regression and 
other analysis of variables may be attained. 
Program Evaluation Research of Dissemination Findings 
The dissemination of the evaluation research findings will be of primary interest 
to the stakeholders within the school environment. The teachers, Principal, Vice Principal 
and parents of the pilot study students will be interested in the outcomes of the program 
they have supported in their classrooms. The teachers and administration of DeMello 
School will be interested to understand the details about each of the components of the 
intervention, therefore, that report will have more detail for this specific set of 
stakeholders. The parents will have a shortened but impactful summary of the results.  




Dissemination of the findings for the teachers and administration of DeMello 
School will be in report form. For parents and other stakeholders a shortened version, in 
brochure format, will provide highlights of the program evaluation in a manageable way 
that includes graphs and details of the statistical analysis and findings. This form can also 
be used to share the results of the program evaluation on social media or as a poster 
presentation at a conference.   
Ultimately, if the pilot study is successful and statistically relevant, the 
intervention will be implemented through all grades with the possibility of control groups 
in another elementary school in the district. This larger study and its analysis can be 
compiled into an article to be presented for publication. The publication of the program is 
also one way to impact macro-level change to be able to bring the intervention to schools 
and therapists all across the country. In further development of the program, the CALM 
program can be a continuing education course where other professionals are educated in 
the use of the program in their school systems. There will be various stages of 
dissemination for this program evaluation, each one important to the stakeholders 
involved.   
Conclusion 
 This chapter described in detail the process for evaluating the CALM program for 
the first-grade class at DeMello Elementary School. The stakeholders, logic model, the 
evaluative research design including formative and summative plans, and dissemination 
of the program evaluation research were shared and discussed. These processes are 




the CALM program, the effects of the program can be shared, and the program can be 






CHAPTER SIX – Funding Plan 
Introduction 
The CALM program was created to decrease signs and symptoms of stress and 
anxiety in elementary school children. The program consists of four components: 
emotional identification, mindfulness, movement, and positive self-talk. These 
components are meant to embed into an existing school curriculum. Teachers and 
paraprofessionals will be trained on the use of the manual, its tools, and the components 
to be able to implement the program into their classrooms. The building’s occupational 
therapist may not be present every day, therefore, there will be consultation from the 
occupational therapist scheduled to support the teachers with implementation of the 
program. After three months of this program it is expected that students will not only 
show decreased signs of stress and anxiety, but they will also demonstrate improved 
regulation of emotions, increased attention and focus to classroom tasks, and increased 
positive self-talk.    
CALM Phases 
There are three phases to the funding of this program. Phase 1 will consist of 
running a pilot program for three months to gather data in the first-grade classrooms after 
program implementation. There are four first-grade classrooms. During the pilot phase, 
only one classroom will implement the program with the other three classrooms acting as 
control groups. Phase 2 will be year one of the program in which all four first-grade 
classrooms implement the CALM program. Phase 3 will take place once development of 




grades 1–5 at DeMello Elementary School; each classroom would have access to the 
manual and program tools to embed the program into the school day.  
CALM Budget 
 Chapter 7 describes dissemination of the CALM program at micro and macro 
levels. These two levels yield two different costs. Table 6.1 explains the budgetary needs 
to run the CALM program for three phases. As the cost of each phase is provided in the 
table below, consideration to the dissemination line is needed as there are budgetary 
differences between the micro dissemination, which includes Phase 1 through Phase 3, 
and the macro dissemination which would most likely occur after completion of these 
phases.    
Table 6.1 
 
Budgetary needs to run the CALM program 
 
Budget Phase 1 Phase 2 Phase 3 
Personnel One classroom will be 
chosen as the pilot 
program. This includes 
the general education 
teacher, special 
education teacher, and 
paraprofessional in 
that classroom.   
 
 
No additional costs 
will be incurred for the 
staffing as this 
program is intended to 
be administered by 
existing staff. 
However, the 
estimated value of the 
time spent is 
All four first-grade 
classrooms will be 
implementing the 
CALM program 
which will total four 
first-grade teachers, 
one special education 
teacher, and four 
paraprofessionals.   
 
The same cost 
considerations for 
staffing as the first 






All classrooms in 
DeMello school will 
be trained in CALM 
for full school 
participation in the 
program.   
 




grade classrooms, four 
fourth-grade 
classrooms, and four 
fifth-grade 
classrooms.  There 
will be 19 teachers, 
five special education 




equivalent to 1 staff 
hour per workday with 
an average hourly 


















The same cost 
considerations for 
staffing as the first 
year occur in phase 2. 
 
$0   
Consultants Consultation by OT to 
teaching staff will 
occur during normal 
school hours on a day 
the OT is in the 
building.  There will 




Consultation by OT 
to teaching staff will 
occur during normal 
school hours on a day 
the OT is in the 
building.  There will 




Consultation by OT to 
teaching staff will 
occur during normal 
school hours on a day 
the OT is in the 
building.  There will 




Instruction The training will occur 
during first grade 
common planning 
time in schedules.  
This will allow for no 
funding to be needed 
for the training.  
Approval will be 
obtained from building 
administrators to use 
two blocks of common 
planning time to 
provide training.  Each 
block will last for 60 
minutes. 
 
An additional block of 
planning time will be 
requested to review 
the pre and post 
assessment tools that 
will be used to collect 
data from the three 
other first-grade 
Two hours of training 
will be needed for 
the: four first-grade 





Once again, the 
training will occur 
during first grade 
common planning 
time and approval 
will be obtained from 
building 
administrators for 
two hours of training, 
on two separate days, 
for 60 minutes a 
session.   
 
All training will be 
shared in a shared 
Google drive folder. 
 
OT will request for 
training to occur 
during two staff 
meetings. Staff 
meetings occur bi-
weekly and a request 
for time during those 
meetings can be 
approved by 
administration. The 
staff meetings are 90 
minutes long, which 
will provide suitable 
time for training as 
well as taking 
questions.   
 




grade classrooms, four 
fourth-grade 





classrooms used as 
control groups. 
 
All training will be 
shared in a shared 





















classrooms.  There 
will be 19 teachers 
trained, five special 
education teachers 
trained, and 16 
paraprofessionals 
trained.   
 
All training will be 
shared in a shared 
Google drive folder. 
 
$0   
Equipment Classrooms are 
equipped with laptops 
and smart boards.  
This allows teachers to 
access YouTube 
videos or videos as 
needed for the 






laptops and smart 
boards.  This allows 
teachers to access 
YouTube videos or 
videos as needed for 
the components of 




equipped with laptops 
and smart boards.  
This allows teachers 
to access YouTube 
videos or videos as 
needed for the 




Supplies Online manuals could 
be an option if 
preferred by the 
teachers or a 30-page 
manual (in color print 
and bound): $20  
For three staff 
members: $60 (Office 
Max, 2020) 
The cost could be 
limited if the manual 
is shared internally via 




poster for one 
classroom: 
There is a poster 
printer in district, if it 
Online manuals 
could be an option if 
preferred by the 
teachers or a manual 
(in color print and 
bound) for nine staff 
members: $180 
(Office Max, 2020) 
The cost could be 
limited if the manual 
is shared internally 
via a PDF to bring 
the cost to $0 
 
Emotion Check-in 
poster for four 
classrooms: 
There is a poster 
printer in district, if it 
is accessible for 
Online manuals could 
be an option if 
preferred by the 
teachers or a manual 
(in color print and 
bound) for 40 staff 
members:  
$800 (Office Max, 
2020) 
The cost could be 
limited if the manual 
is shared internally via 
a PDF to bring the 
cost to $0 
 
Emotion Check-in 
poster for 19 
classrooms: 
There is a poster 




is accessible for 
printing cost would be: 
$0 
If the poster has to be 
printed by a company: 
$72 (Office Max, 
2020) 
 
Parent handouts (23 
students x 4 pages= 
82) color copied: $0 
there is a color printer 









printing cost would 
be: $0 
If the poster has to be 
printed by a 
company: $288 
(Office Max, 2020) 
 
Parent handouts (88 
students x 4 pages= 
352) color copied: $0 
there is a color 










is accessible for 
printing cost would 
be: $0 
If the poster has to be 
printed by a company: 
$1,368 (Office Max, 
2020) 
 
Parent handouts: $0 
since the handouts 
will go to each parent, 
they can be added to 
the electronic 
backpack that is 
emailed to parents. If 
parents need hard 
copies, they can be 




Communication Communication will 
be achieved through 
use of district email, 
shared Google docs, 
shared Google drive, 
and Zoom or Google 
meet as needed.  This 
is communication for 
administration, 
teaching staff, and 
parents.   
 
We have phone access 
as well if parents 
would prefer to 
discuss the program 
over the phone. 
 
There are no costs 
associated with these 




be achieved through 
use of district email, 
shared Google docs, 
shared Google drive, 
and Zoom or Google 
meet as needed.  This 
is communication for 
administration, 
teaching staff, and 
parents.   
 
We have phone 
access as well if 
parents would prefer 
to discuss the 
program over the 
phone. 
 
There are no costs 
associated with these 




be achieved through 
use of district email, 
shared Google docs, 
shared Google drive, 
and Zoom or Google 
meet as needed.  This 
is communication for 
administration, 
teaching staff, and 
parents.   
 
We have phone access 
as well if parents 
would prefer to 
discuss the program 
over the phone. 
 
There are no costs 
associated with these 








The student markers 
for the emotional 
check-in poster will be 
prepped by the 
classroom teacher 
using their fall picture 
stickers provided by 
the district. Oaktag, 
lamination, and Velcro 
provided by the 
district: $0 
 
If supplies are not 
provided by the school 
department the cost for 
these materials would 
be: 
100 sheets of tag 
board paper: $16 
200 pack of laminating 
pouches: $17 






The student markers 
for the emotional 
check-in poster will 
be prepped by the 
classroom teacher 
using their fall 
picture stickers 
provided by the 
district. Oaktag, 
lamination, and 
Velcro provided by 
the district: $0 
 
If supplies are not 
provided by the 
school department 
the cost for these 
materials would be: 
100 sheets of tag 
board paper: $16 
200 pack of 
laminating pouches: 
$17 




The student markers 
for the emotional 
check-in poster will be 
prepped by the 
classroom teacher 
using their fall picture 
stickers provided by 
the district. Oaktag, 
lamination, and 
Velcro provided by 
the district: $0 
 
If supplies are not 
provided by the school 
department the cost 
for these materials 
would be: 
100 sheets of tag 
board paper: $16 
200 pack of 
laminating pouches: 
$17 





Travel The CALM program 
will take place in one 
elementary school in 
the district at this time, 
therefore there will be 
no travel expenses.   
 
If there was a time that 
I needed to present 
findings or discuss the 
CALM program all 
public-school 
buildings are within a 
10-minute drive and 
would require no 
travel expenses.   
 
The CALM program 
will take place in one 
elementary school in 
the district at this 
time, therefore there 
will be no travel 
expenses.   
 
If there was a time 
that I needed to 
present findings or 
discuss the CALM 
program all public-
school buildings are 
within a 10-minute 
drive and would 
The CALM program 
will take place in one 
elementary school in 
the district at this 
time, therefore there 
will be no travel 
expenses.   
 
If there was a time 
that I needed to 
present findings or 
discuss the CALM 
program all public-
school buildings are 
within a 10-minute 








require no travel 
expenses.   
 
$0 
require no travel 





There are no rental 
fees associated with 
implementation of the 
CALM program in this 




There are no rental 
fees associated with 
implementation of 
the CALM program 
in this elementary 
school.   
 
$0 
There are no rental 
fees associated with 
implementation of the 
CALM program in 
this elementary 
school.   
 
$0 
Evaluation Both formative and 
summative data have 
online surveys and 
pencil and paper 
surveys that will be 
completed. The district 
has access to Survey 
Monkey and there is 
access in school for 
word processing and a 
copy machine: $0 
 
Trained observer data 
will be collected 
through the use of 
Level I and Level II 
OT students: $0 
 
The district has access 
to Excel and analysis 
should be able to be 





Anxiety Scale will be 
used in pre and post 
intervention 
summative collection.  
The district does not 
currently have this 
Both formative and 
summative data have 
online surveys and 
pencil and paper 
surveys that will be 
completed. The 
district has access to 
Survey Monkey and 
there is access in 
school for word 
processing and a 
copy machine: $0 
 
Trained observer data 
will be collected 
through the use of 
Level I and Level II 
OT students: $0 
 
The district has 
access to Excel and 
analysis should be 
able to be completed 





Anxiety Scale will be 
used in pre and post 
intervention 
Both formative and 
summative data have 
online surveys and 
pencil and paper 
surveys that will be 
completed. The 
district has access to 
Survey Monkey and 
there is access in 
school for word 
processing and a copy 
machine: $0 
 
Trained observer data 
will be collected 
through the use of 
Level I and Level II 
OT students: $0 
 
The district has access 
to Excel and analysis 
should be able to be 
completed through 




Anxiety Scale will be 
used in pre and post 
intervention 






therefore the manual 
will need to be 
purchased.  Through 
WPS (2020) the kit 
which includes the 
manual and 25 forms 
costs: $154 
 
Additional forms of 
which 115 additional 
forms will be needed: 




collection.   
 
As the manual has 
already been 
purchased, forms will 
be the only cost in 
year two.   
The additional forms 






As the manual has 
already been 
purchased, forms will 
be the only cost in 
year three.   
The additional forms 











$387 (micro) $387 (micro) $387 (micro) 
$350-$650+ (macro) 
Total Total: $851-$1,089 Total: $877-$2,009 Total: $2,867-$5,881 
 
Additional $350-
$650+ for macro 
dissemination plans 





 There are community resources that can be accessed to provide materials and 
funding for the CALM program. In the school system itself, the Parent Teacher 
Organization (PTO) is very involved in programs and supporting the teachers and student 
body of DeMello Elementary School. They fundraise throughout the year and provide 
funding for field trips, scholarships, and classroom related needs. At the start of the year, 
each teacher is provided with $50 for classroom needs from the PTO. This money could 
be used to pay for program supplies. The PTO can also be petitioned for a larger sum of 




be a valuable resource in reaching out to parents that may have businesses or work at 
businesses that would be willing to support a school program. Through parent support the 
poster and manual could be printed pro bono or for a lesser cost than if using standard 
printing methods. 
 Current department resources may be used to administer assessments. Dartmouth 
Public Schools also has level I and level II occupational therapy students. These students 
can be tasked to help with administration of pre- and post-assessments as well as scoring 
and other data collection methods as part of their fieldwork assignment.   
 At the end of each school year the OT department comes together and puts 
requests in for needed items. At this time, specific tests could be requested as well as 
statistical and analysis support for the upcoming school year if required. The assessment 
to measure anxiety will be a tool that multiple specialists could use across the district, not 
just for evaluation of this program.  
  The school department has a grant for the teachers and staff of the school system. 
It is called the Dartmouth Education Foundation (DEF) grant. The grant can fund 
interests from $250 to $3500. This grant needs to be applied for by the end of April and is 






Table 6.2  
State and federal grants that can fund the CALM program 
Grant Title: Grant criteria: 
The Mental Health 
Demonstration 
Grant Program 
The purpose of this grant is to increase the number of 
professionals who provide mental health services in schools to 
provide supports that will improve resilience, social emotional 








To develop, enhance, or expand school’s implementation of 
evidenced-based multi-tiered behavioral frameworks to improve 








This grant provides up to $500 to class for materials for a variety 





Moffet Award for 
Teacher Research 
This grant is to support teacher research focused on student 
centered curricula and spiritual growth in education and life.   
 
https://studentreasures.com/teachers-lounge/grants/ 
Crowd Funding www.DonorsChoose.org 
 
This site helps teachers raise funds for classroom needs through 
donations.  A proposal for funds and the description of the 
CALM program would be posted for potential donors to 
contribute.  There is no limit to what can be raised therefore the 
full amount for year one, two, or three could be funded this way.   
Learning and 
Leadership Grant 
from the NEA 
Foundation 
This grant is provided to individuals for continuing education 
purposes and for action research.  There is funding for $2,000 and 






This grant is focused on improving student learning.  There are 










 This chapter provides a detailed description of the budget for the three phases of 
the CALM program at DeMello Elementary School. Opportunities for local and federal 
funding were outlined, providing many options for funding if the school system cannot 
afford the cost. The budget is most costly in the third year for outfitting each classroom 
with the emotional check-in poster as well as providing each teacher and paraprofessional 
their own manual. This program in its initial phase is affordable, and program evaluation 





CHAPTER SEVEN – Dissemination Plan 
Introduction 
 The CALM—Calm in All Little Minds program is a classroom-based program, 
designed by an occupational therapist, to decrease signs and symptoms of stress and 
anxiety for elementary grade students. This program was created after observation and 
experiences in the school system of students displaying emotional struggles, 
demonstrating a need for intervention. This program has four component parts that are 
embedded into the school day. These components include emotional identification, 
mindful minutes, movement, and positive self-talk. This program is innovative in its 
creation as it is designed by an occupational therapist and has included all evidence-based 
key components in one intervention.  
Phase 2 of the CALM program is a pilot of the program in the four first-grade 
classrooms at DeMello Elementary School in Dartmouth, Massachusetts (see Chapter 6 
for more details about the program phases). This would include about 89 first graders. 
The district occupational therapist will train the staff as well as provide consultation to 
the program as it is implemented. This chapter presents a dissemination plan for sharing 
the program evaluation research results (see Chapter 5 for details of the program 
evaluation research plan) of the CALM program as a way to promote short-term 
schoolwide implementation of CALM in phases two and three of the program, and long-





Dissemination of CALM Program Results 
Within the School District 
The dissemination of the evaluation research findings will be of primary interest 
to the stakeholders within the school environment. The first-grade teacher, first-grade 
special educator, that classroom’s paraprofessional, Principal, Vice Principal, and parents 
of students in the pilot study will be interested in the outcomes and impact of the program 
they have supported in their classrooms. The secondary audience for dissemination of 
program evaluation results are the school district’s occupational therapists. District 
occupational therapists will be interested in the effects of the program on stress and 
anxiety and student classroom functioning. They will be interested in the relevant 
evaluation research results that will support the potential expansion of the program 
through an implementation phase where the entire district will trial the program. 
The first goal of dissemination of the pilot program completed in the first-grade 
class at DeMello Elementary School is to share the relevant outcomes demonstrated	after 
completion of the pilot study with the building administration, first-grade teacher, special 
educator, and paraprofessional staff. Outcomes from the CALM program will illustrate 
the degree to which the program resulted in reductions in students’ stress and anxiety. 
Successful outcomes in the pilot program will support roll out of phase two in which all 
first-grade teachers will be willing and prepared to implement the CALM program across 
all the first-grade classrooms. The long-term goal of sharing these results within the 
DeMello School community will be to influence and promote further adoption of the 




also serves to prepare teachers from grades 2–5 for phase three, which is implementation 
of the CALM program across all grades 1–5 at DeMello Elementary School.   
Ultimately, if implementation of CALM in grades 1-5 is successful and 
statistically relevant, the intervention will be implemented across elementary schools in 
the district. With a larger scale implementation there is the possibility of performing 
control trials as the program is rolled out in other elementary schools in the district. This 
larger study and its analysis can be compiled into an article to be presented for 
publication.  
The use of key messages, messengers, dissemination activities, establishing a 
dissemination budget, and performing a dissemination evaluation are also components of 
program dissemination. The components of the dissemination plan are described in detail 
in Table 7.1. For reference, the term first-grade team includes the classroom teacher, the 
special educator, and the paraprofessional in the classroom. The administration includes 
the Principal and Vice-Principal. The secondary audience, the OT department, will 









Primary Audience:  
First-grade team and 
administration 
Secondary Audience:  
OT department 
Key Messages The CALM intervention will lead to 
an increase in focused attention on 
academic tasks.  
 
Daily integration of the emotional 
identification component of the 
CALM program will help students 
correctly identify emotions on post-
intervention outcomes measures. 
 
The daily movement experiences 
through the CALM program help 
students be more attentive and 
focused on academic tasks. 
 
The students will enjoy the daily 
CALM activities and actively 
engage in the activities with 
minimal complaint 
 
The rhythm and routine of the 
program will help make 
implementation easier for the 
teachers. 
 
The movement opportunities 
will help decrease observed 
fidgeting in students throughout 
the day. 
 
The introduction to the program 
and modeling of the components 
are expected to take an hour of 
consultation the first four weeks 
of the program. When the four-
week program cycle begins 
again, the weekly consultation 
to the classroom can be 
accomplished in 15 minutes. 
 
Messengers As the occupational therapist that 
created and consulted in the pilot 
study of the program, I am the best 
spokesperson to speak to the process 
and outcomes of the CALM program. 
 
As the occupational therapist 
that created and consulted in the 
pilot study of the program, I am 
the best spokesperson to speak 
to the process and outcomes of 





Written information  
 
Step 1- 





School: A detailed summary of 
CALM results will be compiled into a 
report form. This report will have the 
details about each of the components 
of the intervention as well as the pre- 
and post-intervention analysis. I will 
be providing the summary report to 
the first-grade team and 
administration. 
 
Parents: At the same time as step 1 
above, the parents of the pilot 
students will receive a shortened but 
impactful summary of the results. I 
will create this summary in brochure 
fashion, certain to take into account 
readability of text. This brochure will 
provide highlights of the program, 
including graphs and details of the 





A meeting will be held to review the 
report with the first-grade team in 
depth. This will be run by myself, 





During a staff meeting the pilot study 
results will be presented to the 
DeMello School Staff. I will modify 
the first-grade team’s PowerPoint 
presentation to make it more user 





The same form provided to parents of 
the first-grade pilot group can also be 
A detailed summary of CALM 
results will be compiled into a 
report form. This report will 
have the details about each of 
the components of the 
intervention as well as the pre- 
and post-intervention analysis. I 
will be providing the summary 





A meeting will be held to 
review the report with the OT 
department in depth. I will run 
the review of the summary 







provided to the Parent Teacher 
Organization (PTO) for distribution to 
other parents in the district. This will 
be provided to the PTO by myself or 






The same form that was sent to the 
parents and PTO will be shared with 
the superintendent’s office to share 
the effects of the CALM program. I 
will be sure to distribute to all 
relevant administration building 
members. 
 
Budget For the school-based dissemination of 
the program there is no budget 
regarding supplies. Any budgetary 
requirements would be for time 
writing a report and creating a parent 
friendly handout that can be used for 
multiple distributions. At this time 
there will not be district support to 
reimburse for that time. My hourly 
rate for reimbursement would be: 
$43/hour. 
 
6 hours x $43= $258 
 
For the school-based 
dissemination of the program to 
the OT department there would 
be no budget for supplies. The 
budgetary requirements would 
be similar to the primary 
audience. Time to write the 
report would not be reimbursed 
by the district at this time. If 
they did reimburse for that time, 
my hourly rate is: $43/hour. 
 
3 hours x $43= $129 
Evaluation Evaluation of the dissemination plan 
for the first-grade team and 
administration will occur during a 
meeting to discuss the evaluation 
findings.  
• Positive evaluation of the program 
will be when the teachers report their 
own successes with the program and 
desire to continue to use CALM in 
their classroom.  
• Positive evaluation from the 
administration will be their desire to 
Evaluation for this audience of 
the CALM program will be 
from an OT department meeting 
where the team discusses their 
impressions of the program as 
well as concerns or limitations 
they see with application of this 
program in different schools in 
the district.  
• The number of OTs in the 




share CALM at a school wide 
meeting or in a newsletter as well as 
allow CALM to be used grades 1-5. 
 
After the staff meeting the pilot study 
outcomes will be disseminated to the 
school community.  
• Teachers in other grades are expected 
to interest in the program and request 
to run CALM in their classrooms. 
 
The mailings to parents will be 
another way to evaluate dissemination 
of information.  
• Parents will be able to read about the 
outcomes of the program their 
children participated in.  
• Parent’s questions and comments 
about the program will be evaluated 
and responded to. 
 





The dissemination of the evaluation research findings beyond the school district 
setting will be of primary interest to other school-based pediatric occupational 
therapists. This program directly impacts the elementary school student by providing 
curriculum embedded tasks meant to decrease signs and symptoms of stress and anxiety. 
Secondary target audiences for dissemination of program evaluation results are the 
occupational therapy, psychological, and pediatric medicine communities. Outcomes 
from the CALM program will contribute to what is currently an insufficient body of 
evidence on health promotion programs for children. The lack of research for the younger 
child was a limitation identified during program development. There are very few articles 




old. There are articles in older children showing statistical importance for these 
components in reducing signs and symptoms of stress and anxiety. This information 
would be essential to share with other professionals working in the pediatric field, 
especially for the data obtained for 6–7-year old children. In addition to the lack of 
evidence in research, the literature of Social Cognitive Theory and the Health Belief 
Model do not specifically identify application to children. They also do not speak to the 
use of these theories with any children that may be have cognitive impairments. Sharing 
the results of this pilot program will be a first step in identifying application of specific 
interventions in young children as well as the use of those theories in young and special 
needs populations.  
One goal of dissemination is to present a poster at a conference, whether it be 
local, Massachusetts Association of Occupational Therapists (MAOT), or for the 
American Occupational Therapy Association (AOTA) at their national conference. A 
goal of dissemination in the macro realm is to publish a study of the application and 
implementation of the CALM program across all Dartmouth Public Elementary Schools.  
This publication of the CALM program is one way to impact macro-level change and 
begin the road to achieving a long-term goal of bringing the CALM program to schools 
and therapists all across the country.  
With achievement of this goal, the next long-term goal would be the creation of a 
continuing education program. Occupational therapists, school staff, or any other 
pediatric professional that wants to improve mental health outcomes in their elementary 




person, as part of a conference, or even virtually as part of an online continuing education 
program. A full manual will be provided as part of this training. For all these audiences 
and goals the use of key messages, messengers, dissemination activities, dissemination 
budget, and dissemination evaluation are also pieces of dissemination. These are 
described in detail in Table 7.2.  
Table 7.2  
Macro Dissemination  
Dissemination 
Action 
Primary Audience:  
School-based pediatric OTs 
Secondary Audience:  
All OT practitioners and pediatric 
professionals 
Key Messages Signs of stress and anxiety in 
elementary school students will 





movement, and positive self-talk 
is expected to result in classrooms 
with more academic achievement, 
focus, and positive social 
interactions. 
 
Parents realize that participation 
in this program will help their 
student to be less stressed and less 
anxious both at school and at 
home. 
As mentioned for the primary 
audience, the same key messages 
would apply to all OTs and pediatric 
professionals: 
 
Signs of stress and anxiety in 
elementary school students will 
decrease, resulting in increased 
classroom functioning. 
 
Addressing emotional identification, 
mindfulness, movement, and positive 
self-talk is expected to improve 
academic achievement, focus, and 
positive social interactions in the 
classrooms. 
 
Parents realize that participation in 
this program will help their student 
to be less stressed and less anxious 
both at school and at home. 
 
Messengers As the occupational therapist that 
created and consulted in the pilot 
study of the program, I am a 
spokesperson qualified to speak to 
As the occupational therapist that 
created and consulted in the pilot 
study of the program, I am a 




the process and outcomes of the 
CALM program. 
 
The first-grade team, that began 
with the pilot program and then 
continued with the CALM 
program through phase two, 
would be a qualified spokes-team 
for the program. This could be 
achieved via interviews in an 
informational video. The district 
OTs, building administrators, 
teachers, and parents could be 
clipped into the video as well for a 
full presentation from those 
working the program day in and 
day out. 
 
the process and outcomes of the 
CALM program. 
 
The first-grade team, that began with 
the pilot program and then continued 
with the CALM program through 
phase two would be a qualified 
spokes-team for the program. This 
could be achieved via interviews in 
an informational video. The district 
OTs, building administrators, 
teachers, and parents could be 
clipped into the video as well for a 
full presentation from those working 
the program day in and day out. For 
this audience, the addition of the 
school social workers, counselors, 
recess aides, and related service 
providers (speech, physical therapy, 
etc.) would be a great addition to 
provide other voices for those 
pediatric professionals in the 
conference audience. If possible, 
feedback from a community 
pediatrician would also be added into 
the video to get their opinion of the 





Written information  
 
Completion of the article for 
publication of the CALM program 
and its outcomes will be written 
by myself and other authors and 
contributors. This article will be 





In conjunction to publication the 
creation of a poster by myself and 
other authors and contributors for 
Step 1- 
Written information  
 
Completion of the article for 
publication of the CALM program 
and its outcomes will be written by 
myself and other authors and 
contributors. This article will be 





In conjunction to publication the 
creation of a poster by myself and 




presentation at a school-based or 
occupational therapy conference 





Participation in a school-based OT 
conference, state conference, or 
national conference to share the 
study outcomes of the CALM 






The CALM authors, myself 
included, will create and complete 
a manual and training program to 





Trainings will occur in CALM for 
school-based OTs run by myself, 
or another part of the author team, 
eventually having other 
professionals leading the trainings 
of CALM in different states and 
different countries. These 
trainings may be in person, online, 
or part of streamed content. 
 
presentation at a nationwide pediatric 





Participation in a national pediatric 
conference, whether that is in 
occupational therapy, pediatric 
medicine, pediatric neurology, or 
social work, to share the study 
outcomes of the CALM program in 





The CALM authors, myself 
included, will create and complete a 
manual and training program to use 




Trainings will occur in CALM for 
school-based OTs run by myself, or 
another part of the author team, 
eventually having other professionals 
leading the trainings of CALM in 
different states and different 
countries. These trainings may be in 
person, online, or part of streamed 
content. 
 
Budget Completion of the article and 
submission to journal for 
publication: $0 
 
Creation of a poster for 




Completion of the article and 
submission to journal for 
publication: $0 
 
Creation of a poster for presentation 
at a school-based conference: $100 
(www.postersession.com) 
 




Admission to conference: $200-
$500 
 
Creation and printing of manual: 
$30/manual (Office Max) 
 
Trainings:  
To decrease costs online trainings 
could be the first type of course 
offered utilizing a Zoom platform 
or Google Meet. $0 (for up to 100 
people) 
 
Advertising for the continuing 
education class could be done via 
online social media outlets, such 
as Facebook, which provides 
boosting of businesses or content 
to other members: $20 
 
To keep costs down the manual 
can be electronically sent to 
participants: $0 
 
Cost will increase significantly for 
in-person conferences with 
renting rooms, providing 
snacks/meals, printing manuals, 







Creation and printing of manual: 
$30/manual (Office Max) 
 
Trainings:  
To decrease costs online trainings 
could be the first type of course 
offered utilizing a Zoom platform or 
Google Meet. $0 (for up to 100 
people) 
 
Advertising for the continuing 
education class could be done via 
online social media outlets, such as 
Facebook, which provides boosting 
of businesses or content to other 
members: $20 
 
To keep costs down the manual can 
be electronically sent to participants: 
$0 
 
Cost will increase significantly for 
in-person conferences with renting 
rooms, providing snacks/meals, 





Evaluation Evaluation of dissemination will 
be considered positive if the 
article is accepted for journal 
publication.  
 
The use of surveys at conferences 
and continuing education events 
will provide CALM creators with 
feedback on the program and its 
implementation.  
Evaluation of dissemination will be 
considered positive if the article is 
accepted for journal publication.  
 
The use of surveys at conferences 
and continuing education events will 
provide CALM creators with 








 The dissemination of the CALM program will involve four different audiences, 
using written materials, media, and person-to-person contact to provide education on the 
program, its implementation, and its outcomes. These micro and macro dissemination 
audiences have goals that stretch from participation in the program at a school level to 
training pediatric professionals in the use of CALM to decrease signs and symptoms of 
stress and anxiety for children grades 1–5. Dissemination will bring CALM to more than 
just the elementary school students of Dartmouth, Massachusetts. This dissemination plan 
could bring calm in all little minds to students all around the world. 
 




CHAPTER EIGHT - Conclusion 
This chapter will provide an overview of this dissertation. It will review the seven 
chapters showcasing the significance CALM–Calm in All Little Minds will have in 
pediatric school-based occupational therapy practice. This chapter will also discuss how 
this health promotion program represents innovation in the occupational therapy field; 
explaining how CALM will improve practice, the well-being of clients, and contribute to 
the occupational therapy profession.  
CALM- A Review 
The CALM program is a health promotion program created to address the problem 
of signs and symptoms of stress and anxiety in elementary school students. Stress and 
anxiety not only have an identified prevalence in the childhood population, they have 
been noted to impact occupational performance. Social Cognitive Theory, 
Bronfenbrenner’s Bioecological model, and the PERMA model provide the theoretical 
lens by which the problem pathway was viewed and the theoretical base for program 
development. The Health Belief Model is another theoretical foundation for the program 
(and was also introduced in Chapter 4, which detailed the CALM program). These 
theories highlight that students are affected by their environment, the environment is 
affected by the students, students experience multiple layers of influence daily, and 
perceptions of teachers and students can drive change. The PERMA model specifically 
addresses that students’ well-being, including experiences of positive emotions, 
relationships and accomplishments, must be considered at all times.   




anxiety showed that symptoms of stress and anxiety can be mitigated through the use of 
cognitive behavioral therapy, mindfulness, and yoga interventions. In addition, 
supporting and developing resilience, self-esteem, and self-efficacy can provide youth 
tools to be able to negotiate signs and symptoms of stress and anxiety. This synthesis also 
identified that more studies are needed, with higher sample sizes, and methodologically 
sound evaluation plans, to gather more data on how these interventions support children 
experiencing stress and anxiety.  
 CALM was created for elementary school students, their teachers, their 
administrators, and their families. It is meant to fill a mental health need by embedding 
its components into the school day. The implementation of the program will be facilitated 
by classroom teachers and paraprofessionals, with consultation from an occupational 
therapist. Each day, the students will be led through activities to focus on emotional 
identification, mindfulness, movement breaks, and positive self-talk. The goal of CALM 
is to provide calm in all little minds through a theoretically grounded and evidenced-
based school program. This program requires evaluation to assess its success and 
statistical relevance.  
In addition to describing the development and content of the CALM program, this 
dissertation describes program evaluation of the CALM program to assess its success and 
statistical relevance. The program evaluation research plan includes stakeholder 
involvement, logic modeling, an evaluative research design including formative and 
summative procedures, and plans for dissemination of the program evaluation research. 




innovative, occupation-based program can be shared. The program can be promoted in 
school districts and conferences with training for specialists to decrease signs and 
symptoms of stress and anxiety in elementary school children.  
CALM is Innovative 
 During research to identify evidence and interventions that have been proven to 
decrease signs and symptoms of stress and anxiety, a program such as CALM was not 
identified. There were many different cognitive behavioral programs studied as well as 
programs whose primary goal addressed programs of mindfulness in children. There were 
no programs identified that included emotional identification, mindfulness, movement, 
and positive self-talk. School districts may have positive behavioral intervention 
programs they use or programs that work on social-emotional skills in elementary school, 
however, CALM is unique in that it is a daily program that embeds into the curriculum. It 
is unique as it takes into account the entire child: their social-emotional, physical, and 
well-being needs. It is unique as it was developed by an occupational therapist and many 
other CBT and mindfulness programs were developed by educators and psychologists. 
CALM also can be implemented in remote or hybrid education models secondary to 
pandemics such as COVID. It can also be modified for home use. 
CALM and the OT Profession 
CALM will contribute and improve the occupational therapy profession. CALM 
encourages schools to embrace not only a student’s learning but also their well-being. 
CALM will bring teachers and occupational therapists together to work as a team. CALM 




successful implementation of CALM will result in children receiving a preventative 
intervention for signs and symptoms of stress and anxiety. 
The CALM program is designed to provide a student with tools that will help to 
decrease signs and symptoms of stress and anxiety. The goal of CALM is to address the 
whole child by providing daily experiences that can create a sense of well-being and 
positive school experience. These CALM components are also meant to promote 
increased classroom participation by creating conversations regarding emotional states, 
practicing sustained attention, satiating the need for movement, and rephrasing negative 
comments into positive self-statements. 
CALM requires a team approach. The classroom staff will be delivering the 
program each day however they will need consultation and support from the occupational 
therapist to be successful in this endeavor. This collaboration allows team building skills 
through bidirectional learning experiences. The occupational therapist and the teachers 
are able to learn from one another and create an environment where the program can 
thrive despite the tight schedule schools possess. 
In terms of contributing to the profession, knowledge of occupational therapy and 
its role in the school will highlight the profession and allow more people to understand 
the role and scope of occupational therapy. The success of this program will stand as an 
example of occupational therapy developed health promotion programs. This program 
was created to reach as many children as possible to improve their occupational 
performance and occupational participation. This program will improve signs and 




school and the myriad of impacts stress and anxiety have on child development. The 
success of CALM–Calm in All Little Minds will result in children more available for 


































































































































































































• A health promotion program to address signs and symptoms of stress and anxiety in 
elementary students. 
o Supported by evidenced-based research and theoretically grounded. 
§ Social Cognitive Theory, Bronfenbrenner’s Ecological Model, the 
PERMA model, and the Health-Belief Model. 
o Accessed during school, with the consent of parents, and embedded into the daily 
curriculum.  
o Includes educational components for parents and staff. 
•Causes: peer conflict, frustration, fatigue, pressure, 
transitions, comprehension difficulties.
•Leads to poor academic performance.
•Stress is overlooked by adults.
Stress in children
(Sotardi, 2016)
•7.1% of 3-17 year olds have anxiety.
•Limited reasearch
•Impacts cognition, academics, peer relationships, parent-
child relationships, occupational performance.
Anxiety in children 
CALM—Calm in All Little Minds: An 
Occupational Therapy Program for 
Stress and Anxiety in Elementary 
Schools 
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o Includes educational components for parents and staff. 
o A low-cost effective solution; state and federal funding optional as needed. 
 
Program Components Description Purpose 
Emotional Identification Use emotional check-in 
poster 
Improve regulation of emotions 
Improve self-efficacy 
Improve classroom participation 
Mindfulness Use of Mindful Minutes Improve regulation of emotions 
Improve self-efficacy 
Improve classroom participation 
Movement Use of aerobic and non-
aerobic exercises 
Satiate need to move 
Address lack of physical activity 
Improve classroom participation 
Positive Self-talk Use of positive phrases to 
use when tasks get hard 
Improve self-efficacy/self-esteem 
Improve classroom participation 
 
 
• Symptoms of stress and anxiety affects domains of education, social participation, 
play/leisure, and rest/sleep (AOTA, 2014).  
• School-based occupational therapists can work with teachers, psychologists, counselors, 
social workers, and speech and language pathologists to support development and mental 
health needs of students (AOTA, 2019). 
• At the systems level, an occupational therapist can implement a behavioral initiative or 
program (AOTA, 2019). 
• At the direct service level, an occupational therapist supports successful engagement in 
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The Problem of Stress and Anxiety 
Stress and anxiety can be experienced by elementary students and can negatively 
impact their development. Students experience stress that stems from frustration, fatigue, 
comprehension difficulties, pressure to move quickly from one task to another, time 
constraints in mastering school content, and peer conflicts; all of which can impact a 
student’s academic performance (Sotardi, 2016). The number of children that experience 
stress is one in five (APA, 2010). Despite this statistic, addressing coping and stress is 
schools is often overlooked as teachers and parents do not acknowledge the extent of the 
stress students endure (Sotardi, 2016). Anxiety has also been documented as being 
prevalent and negatively affecting the childhood population.  
Per CDC (2019) report, “7.1% of children aged 3–17 years (approximately 4.4 
million) have diagnosed anxiety” (p. 1). Wagner (2019) wrote, “Anxiety disorders occur 
early in childhood with a median age of onset of 6 years. These disorders lead to 
significant impairment in academic, social, and family functioning” (p. 8). In addition to 
significant negative impacts on learning (Smith et al., 2020), when a child experiences 
stress and anxiety their occupations and life skills can be negatively affected. Symptoms 
of stress and anxiety may affect education, social participation, play and leisure, and rest, 
including sleep (AOTA, 2014).  
School influences of minimal recess, lack of preventative mental health 
interventions, and increased curriculum demands can impact stress and symptoms of 




activity for children (Zavacky & Michael, 2017) and 30 of those 60 minutes are 
recommended to occur during the school day (Turner et al., 2013). National organizations 
have noted that recess is vital in promoting growth in academic, social and physical 
domains (Turner et al., 2013). Up to 60% of school districts lack a formal policy for 
recess, only 22% have a daily recess requirement, and only half of those have a 
requirement of at least 20 minutes of recess a day (Massey et al., 2018). Losing recess 
can produce a more sedentary and stressed student demonstrating difficulties with 
socialization (Henley et al., 2007). Making time for physical activity has been identified 
to support learning in the classroom (Henley et al., 2007). However, as curriculum has 
become denser, a reduced focus on essential parts of growth and learning, such as play 
and movement, has resulted.  
In addition to the lack of physical activity and increased curriculum demands, 
there is a lack of preventative mental health intervention in schools. Schools are not 
choosing proactive measures to provide children with intervention despite the knowledge 
that there are red flags and precursors to the development of stress and anxiety. 
Occupational therapists’ school roles include supporting successful participation in 
school-based activities and routines and implementation of initiatives and programs 
(AOTA, 2019). An occupational therapist’s role is to identify school influences and how 
a student’s participation is affected by those influences. As there is no comprehensive 
program in most United States schools at this time that addresses these issues, the 
creation of CALM—Calm in All Little Minds will set out to decrease signs and 




Identifying Effective Interventions 
A synthesis of research showed that symptoms of stress and anxiety can be 
mitigated through the use of cognitive behavioral therapies, mindfulness, and yoga 
interventions. These interventions have been proven to have a statistical effect on the 
signs and symptoms of stress and anxiety. In addition, supporting and developing 
resilience, self-esteem, and self-efficacy can provide youth tools to be able to negotiate 
signs and symptoms of stress and anxiety. Studies were identified that focused on the use 
of movement and positive self-talk as tools to decrease signs and symptoms of stress. 
Successful implementation of this program and evaluation of the outcomes will 
contribute to the evidence-base and provide youth with the tools they need to be 
successful and happy adults.            
The Creation of CALM 
CALM—Calm in All Little Minds, is an intervention for students in elementary 
school. This health promotion and wellness program is intended to address symptoms of 
stress and anxiety observed in elementary students through theoretical grounding and 
research-based support. Social Cognitive Theory, Bronfenbrenner’s Ecological Model, 
the PERMA model, and the Health Belief Model were all used to guide CALM. The 
purpose of CALM is to support students’ self-efficacy in the areas of emotional 
identification, tools for regulation, and improved feelings of self-worth and self-esteem. 
CALM’s application in a classroom setting allows for peers to support learning through 
modeling and observation by engaging in the same tasks and to learn from one another. 




each other. The primary outcome of this program will be to decrease signs and symptoms 
of stress and anxiety in school-aged children. The social learning design of this program 
may lead to secondary outcomes of increased classroom attention, improved emotional 
regulation, and improved social relatedness and therefore improved social interactions.   
The CALM program is comprised of four components. Emotional identification, 
mindfulness, movement, and positive self-talk will be used to improve identification and 
regulation of emotions, increase self-esteem, and as a result, improve classroom 
participation. These four components were chosen to enhance a school’s current 
curriculum to include mental health supports. Emotional identification is addressed 
through multiple daily check-ins on an emotional poster; the students move their picture 
under the emotion they are experiencing at that time. Mindful minutes, which occur 
multiple times a day, are comprised of activities that stimulate presence in the current 
moment such as listening to a nature track and identifying all the sounds that are heard. 
Movement will be provided to increase physical activity during the school day through 
the use of aerobic and non-aerobic activities that engage all muscles of the body. The 
final of the four components is positive self-talk. This daily practice is designed to foster 
change from negative self-talk to positive self-talk in students. 
These four components will be embedded into the school day and into daily 
existing curriculum. Education for administration, teachers, and staff includes training in 
the signs and symptoms of stress and anxiety, the four components, and the theories and 
evidence that support them. Teachers and paraprofessionals will receive direct training in 




components. Parents will sign a consent for their student to participate in the program as 
well as be provided with informational handouts to introduce them to the CALM 
program. CALM can be implemented in remote or hybrid education models secondary to 
pandemics such as COVID. It can also be modified for home use. The implementation of 
the CALM components and program evaluation of the CALM program will provide 
valuable evidence about these four components and their effect on the signs and 
symptoms of stress and anxiety.  
Evaluation of CALM 
A pilot program of the first-grade classrooms at DeMello Elementary School will 
serve as the primary evaluation of CALM in the school setting. Four classrooms, four 
teachers, four paraprofessionals, one special education teacher, one occupational 
therapist, and 89 children will participate in this pilot study. During this time classroom 
teachers, paraprofessionals, and the occupational therapist will be gathering research data 
through formal observations and checklists. Data will also be gathered through the use of 
open-ended, short-answer, or rating survey questions completed by students, parents, and 
teachers as well as formalized assessments, rating scales, and trained observer ratings.  
The intended outcome of this program evaluation for students is that they improve 
their classroom participation through increased emotional awareness, increased 
mindfulness, increased movement opportunities, and improved positive self-talk. The 
intended outcome for the program is successful identification of the decrease in signs and 
symptoms of stress and anxiety in this first-grade population to result in the expansion of 




conducted research is intended to be published with the goal of CALM becoming a tool 
that any school, occupational therapist, clinician, or parent can use to decrease signs and 
symptoms of stress and anxiety, as well as bring greater recognition to the role of 
occupational therapists in program development.  
Funding and Dissemination of CALM 
There are three initial phases of funding and dissemination identified for CALM. 
During the pilot phase, Phase 1, only one first grade classroom will implement the 
program with the other three classrooms acting as control groups. In Phase 2 all four first-
grade classrooms will implement the CALM program. Phase 3 will take place once 
development of materials has been created for grades 2-5. In this phase, CALM will be 
implemented in grades 1-5 at DeMello Elementary School. In this last phase, each 
classroom would have access to the manual and program tools to embed the program into 
the school day. At each phase there are minimal costs, especially if the district chooses to 
use electronic versus printed manuals. The cost to run CALM will be the printing of the 
emotional identification poster and the Velcro and lamination materials to make markers 
for each student for the poster. 
Dissemination goals for these three phases include distribution of materials to 
school staff, administration, parents, and occupational therapy department members. 
Materials will be designed to feature relevant information for each group. There are long 
term phases, including dissemination, planned to bring CALM to a wider audience 
including presentations at conferences, publication in various journals, and the launch of 





The CALM program was created to remedy the lack of mental health focus in the 
daily experiences of elementary school students. Its theoretical base and research 
evidence are the foundational support for design of the program and its four components. 
The funding and dissemination plans were formulated to obtain comprehensive research 
data and the most effective ways to deliver the program evaluation results. Every child 
deserves to feel a sense of calm. In these days, as stressors rise, and life can be 
unpredictable, it is our job, as educators, to provide calm to all little minds. 
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